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ABSTRACT 
The aim of this study was to develop a post compulsory, alcohol education 
curriculum that would be perceived as relevant by students and acceptable to 
teachers. The study had its conceptual basis in harm minimisation that has 
considerable justification in terms of what school-based alcohol education can 
realistically achieve. A harm minimisation approach is supporte_E by parental 
attitudes, teachers, young people and government policy. To ensure the cmriculum 
was developed in the Western Australian education context it has been linked to the 
Western Australian Curriculum Framework and adheres to the principles that 
underpin the framework. Furthermore, this study draws on the features from 
evaluated health, alcohol and other drug education programs that have the potential 
to produce some behaviour change. Accordingly, a major focus of the study was to 
involve young people in the development of the curriculum. To ensure that the 
curriculum was sensitive to the concerns of the students it sought to influence, 
twelve focus groups were conducted with year twelve Western Australian students. 
These focus groups provided invaluable information about young people's alcohol 
use experiences, alcohol-related harms that are of particular concern to young 
people, harm reduction strategies used by young people and educational approaches 
likely to be effective with young people. These insights were incorporated into the 
development of the curriculum, ensuring it has a basis in situations experienced by 
young people. 
Particular attention was also paid to the needs of teachers, involving current health 
education teachers and health professionals in the development of the content and 
teaching strategies. In addition, teachers who pilot tested the curriculum were 
trained prior to implementation of the curriculum. The training, based on interactive 
modelling of activities, was designed to equip teachers with the knowledge, skills 
and confidence to teach the curriculum as written, and to document any variation so 
that fidelity of implementation could be assessed. 
The curriculum was piloted in three Perth high schools in fourth term of 1999. A 
triangulation of measures was adopted to assess the curriculum including teacher 
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and student assessment and an evaluation workshop. The process evaluation data 
from both students and teachers indicated that the curriculum was faithfully 
implemented and consequently evaluated as relevant by the students who 
participated in the pilot and acceptable by the teachers who taught it. The apparent 
success of the curriculum in terms of relevance to students and acceptability to 
teachers appears to be due to the collaborative process used to develop the 
curriculum. This process may be replicated, adapted, or added to, by other 
researchers and educators wi�hing to develop hea!!h education curriculum materials 
that will be viewed as relevant by students and acceptable by teachers while 
incorporating an evidence-based approach. 
,r 
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CHAPTER 1 
INTRODUCTION 
RATIONALE OF THE STUDY/ STATEMENT OF THE PROBLEM 
Alcohol is regarded as the drug of choice for most Australians (Commonwealth 
Department of Health and Family Services, 1996; Shanahan, Hewitt, Elliot & 
Shanahan Research, 1999). fr has a unique place in Australian culture �s a drug that 
is socially acceptable, legal and prevalent. Alcohol consumption is common in most 
social and recreational activities at both the formal and informal level (Shanahan et 
al., 1999). It is not surprising therefore, that alcohol use is accepted as a social norm 
by young Australians and this is reflected in their attitudes towards alcohol. Young 
people believe that the benefits of alcohol use far outweigh the disadvantages, 
indicating that drinking is one of the best ways of relaxing and getting to know 
people. Although drinking in moderation- is preferred, the reality is that many young 
people drink to get drunk, drink to get drunk quickly and believe that getting drunk is 
okay (Wilks, 1991; Australian Drug Foundation, 1994; Midford, Farringdon & 
McBride, 1996; Shanahan et al., 1999). 
Australian prevalence studies indicate that a rapid increase in alcohol use occurs 
between the ages of 13 to 14 years and again at the age of 16 (Blaze-Temple, Sing & 
Binns, 1990; Commonwealth Department of Health and Family Services, 1996). A 
recent national survey indicates that 71  % of young people aged 15-17 years are 
current drinkers and are drinking more than young people of the same age did ten 
years ago (Shanahan et al., 1999). Young people (14 -24 year olds) are also more 
likely to drink at hazardous or high risk levels than any other age group 
(Commonwealth Department of Health and Family Services, 1996). 
Consequently, young people tend to binge drink, have relatively little experience in 
alcohol use situations and possess less tolerance to the effects of alcohol. In addition, 
young people often underestimate the potential short term harms ( e.g. vomiting, 
black outs) in alcohol use situations and have limited understanding of the more 
severe health problems that can result from the harmful use of alcohol (Saunders & 
Baily, 1993; Australian Drug Foundation, 1994; Midford, et al., 1996; Shanahan et 
al., 1999). As a result, the harms experienced by young people in association with 
their own and others use of alcohol are relatively high and tend to be acute. Recent 
data indicates that alcohol is responsible for 82.5% of drug related deaths in young 
people aged 15-19 years (Spooner, Mattick & Howard, 1996) and that 72% of 
substance related hospital episodes for 15-34 year olds relate to alcohol, with the 
majority of these admissions in the 15-19 age group resulting from road crash 
injuries. Similarly, over one third of driving deaths in the 15-24 age group result 
directly from alcohol use (Holman, Armstrong, Arias & Martin, 1990). 
The reason why young people initiate and continue to use alcohol is multifactorial and 
complex. Young people indicate that they drink alcohol to experiment, to socialise, to 
relax and because their friends drink (Shanahan et al., 1999; Midford et al., 1996). 
Ideally, the most effective method of reducing alcohol-related harms for youth 
involves broad based complimentary interventions and actions that systematically 
target many of the influences on their use of alcohol (Holder & Howard, 1992). 
Within such a comprehensive community response, school-based alcohol education 
can have an important contribution. The majority of young people attend school when 
they initiate alcohol use and are as Hansen (1993) suggests, a captive audience. 
l'iccordingly, in recent times, emphasis has been given to a whole of school approach 
to alcohol and other drug education. (Midford & McBride, 1997; Perry, et al., 1996; 
Ballard, Gillespie & Irwin, 1994). This approach involves focusing not only on drug 
education as a curriculum subject, but also on the broader school environment to 
develop appropriate school drug policies, school drug counseling, involve parents 
and the community (McBride, Midford & Farringdon, 2000). 
However, encouraging schools to adopt comprehensive drug education programs is 
often difficult given the current educational climate of devolved decision making, 
increasing number of educational issues vying for status and time on the school's 
curriculum, and difficulties in gaining parental involvement (McBride et al., 2000, p .  
84). In addition, comprehensive approaches to  school based drug education are often 
difficult to sustain because they are expensive, are best developed with external 
assistance, can lose priority due to staff turnover and often require teachers and 
administrators to add to their core duties (McBride et al., 2000). Consequently very 
few schools attempt to adopt and implement comprehensive school health promotion 
programs (Shilton, McBride, Cameron & Hall, 1995; McBride, 1995). 
Accordingly, a curriculum approach has some advantages over a whole of school 
approach to alcohol education. A curriculum approach ensures direct contact with 
students and is more sustainable in terms of expense and existing school resources. It 
is also more easily integrated into the departmentalised structure of secondary 
schools. Consequently, it is more accessible for schools generally (McBride et al., 
2000). It is crucial in assisting young people to deal with alcohol and other drug 
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related issues that schools and students have equitable access to sustainable programs 
(Holman, 1996; Dusenbury & Falco, 1995). 
i, Recently, meta analysis of evaluated drug education programs has identified certain 
components that can successfully contribute to behaviour change in the target 
population (Dielman, 1994; Evans, 1976; Hansen, Johnson, Flay, Graham & Sobel, 
1988; White & Pitts 1998; Hansen & Graham, 1991; Dusenbury & Falco, 1995). 
One of these components that the drug education literature repeatedly identifies as 
critical is to base the intervention on the experiences of the young people they are 
trying to influence (Dusenbury & Falco,.1995; Dielman, 1994; Hansen. et al., 1991; 
McBride, et al., 2000). This requires identifying young peoples' alcohol related 
experiences and exposure and incorporating this information into a program that is 
evidence-based and developmentally appropriate to the target group .. This stage of 
curriculum development is crucial in ensuring that curriculum programs influence 
student knowledge, attitudes and especially behaviours (Dusenbury & Falco, 1995; 
White and Pitts 1998; McBride et al., 2000). Currently, many of the alcohol 
education resources available to schools -are not evidence-based nor are they based on 
the experiences of those they wish to influence (Dielman, 1994; Dusenbury & Falco, 
1995; School Drug Education Project, 1998). McBride et al (2000, p. 84) comments 
that the relationship between research evidence, behaviour change and usable 
curriculum programs is an area that requires consistent investigation. 
Alcohol is widely used by young people and drinking habits are formed during 
youth. Given the personal, social and financial costs associated with the misuse of 
alcohol there is a strong argument for incorporating conceptually sound, evidence 
based alcohol education programs into the school curriculum (McBride et al., 2000). 
In Western Australia, alcohol education is conducted during health education, 
traditionally in years eight and nine (13-14 year olds). Little or no alcohol education 
occurs in the post compulsory years ( 16-17 year olds) as post compulsory health 
education is rarely available in schools and if available, only to those students who 
choose to study it through the year eleven and twelve health studies course. 
Accordingly, the majority of alcohol education resources are designed for lower 
secondary school students (13-15 year olds). The few resources available for upper 
secondary students ( 16-17) tend to be one-off, are of short duration, are not based on 
student input and have little basis in research evidence that is linked to behaviour 
change (School Drug Education Project, 1998). Given that both the amount of 
alcohol consumed and the frequency of use increases at age 16, that driving may be 
an issue within the next year, and that young people of this age are likely to begin 
drinking in hotels and night cubs, it is apparent that the harms they are likely to 
3 
I 
Z ·. 
encounter will be different and more acute than those reported by junior high school 
students. The challenge for educators therefore, is to decide what is a realistic and 
achievable goal regarding alcohol education for young people, given that the majority 
of young people do drink and will continue to drink as adults (Midford & McBride, 
In Press). Considering this, the development of an evidence-based alcohol education 
curriculum for post compulsory students requires investigation. 
BRIEF DESCRIPTION OF THE STUDY 
This study involved the formative evaluation of a student focused, evidence-based 
alcohol education curriculum developed for post compulsory students. The study 
consisted of extensive qualitative consultation with the target group, current teachers 
of health education and health professionals, curriculum development, pilot testing 
and qualitative evaluation of the curriculum. 
The study reflects the Australian National Drug Strategy by adopting a harm 
minimisation approach. Some of the more recent drug education literature advocates 
this approach to maximise the potential for influencing behaviour (Dielman, 1994; 
Munro, 1994; Dielman, Shope, Leech & Butchart, 1989). This approach includes a 
number of strategies, including non-use that aims to minimise the harmful effects of 
drinking to the drinker, to their friends, family, local community and to society. It is 
relevant to both drinkers and non-drinkers, as drinking affects others beside the 
drinker. If students choose to drink, a harm minimisation approach aims to explore 
ways to help keep them safe. Similarly if students choose not to drink a harm 
minimisation approach explores ways to help keep them safe in situations where 
others are drinking. 
The study focused on the formative development of the curriculum, with an emphasis 
on alcohol issues and educational methodologies identified by the students 
themselves. This ensured that the resulting curriculum was based on the current 
experiences of young people and presented relev�t information in a way that was 
attractive and engaging to students. The evidence-based features of the curriculum 
were drawn from research studies, evaluations and meta analysis of drug/health 
education intervention research that off er the best potential of influencing student 
behaviour. The curriculum aimed to provide students with skills to enable them to 
minimise harm when in alcohol risk situations, which they identified as commonly, 
encountered or of particular relevance at a time when alcohol use typically increases. 
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In addition this study paid particular attention to the needs of teachers, involving 
current health education teachers in the development and refinement of the 
curriculum. This ensured that the curriculum was not only interesting and relevant to 
the target group but also useful and well considered by teachers. The teacher training 
focused on meeting teachers' needs and in line with evidence was oriented towards 
modeling desired teacher activity. 
The curriculum developed from the qualitative data gathered from key stakeholders 
was piloted with local students and teachers and modified to ensure its relevance to 
students and acceptability to teachers. 
To ensure that the curriculum could be easily integrated into Western Australian 
schools, it was linked to both the relevant Western Australian Curriculum Framework 
overarching leaning outcomes and the learning outcomes from the health and physical 
education learning area (Curriculum Council of WA, 1998). 
Specific Objectives ' 
1) Identify young people's alcohol use experiences, alcohol-related harms, harm 
reduction strategies currently used by young people and educational approaches 
likely to be effective with young people. 
2) Review the research evidence of school based drug/health education studies that 
have potential for influencing behaviour and incorporate these features as 
components of the curriculum. 
3) Conduct brainstorming workshops with current health education teachers and 
drug/health education experts regarding the development of a post compulsory, 
alcohol education curriculum. 
4) Develop an evidence-based, alcohol harm minimisation curriculum for post 
compulsory students that will provide students with skills to enable them to 
minimise harm when in alcohol risk situations which they have identified as 
commonly encountered or of particular relevance. 
5) Link the curriculum to the Western Australian Curriculum Framework 
6) Pilot the intervention with teachers and students. 
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7) Assess students' and teachers' perceptions of satisfaction, acceptability and 
appropriateness of the post compulsory, alcohol education curriculum. 
8) Modify the curriculum in light of teacher and student perceptions. 
CONCEPTUAL FRAMEWORK 
This study had its conceptual basis in harm minimisation and its primary aim was the 
development of a curriculum that w.ill lead to the reduction of alcohol related harm 
among those students who participated in the -study. This empha�is _ on harm 
minimisation has considerable theoretical justification in terms of what a school based 
drug education program can realistically achieve and research evidence indicates that 
such approaches can change student behaviour (Deilman, 1994; Dusenbury & Falco, 
1995; Munro, 1994; Dielman et al., 1989). A harm minimisation focus also derives 
legitimacy from the target group. Prevalence data and feedback from students and 
teachers indicates programs that focus on non-use are rarely based on the reality of 
young people and are generally regarded,as irrelevant and even hypocritical by young 
people because of the widespread acceptance of alcohol use as desirable and often 
necessary social behaviour (Perry & Kelder, 1992; Petosa, 1992; Midford et al., 
1996). In addition, programs that focus only on the negative aspects of alcohol use 
are viewed by young people as unrealistic and inconsistent with their own alcohol use 
experiences (Midford et al., 1996). Abstinence focused programs may potentially be 
more harmful to young people as they tend to ignore those already drinking and 
ignore problems that students may experience though their own and other people use 
of alcohol. Midford & McBride, ( 1997) suggest that a harm minimisation approach 
has widespread support among teachers and students who claim that it is realistic and 
opens communication channels between teachers and students. 
Furthermore, this study draws on the following features from evaluated health, 
alcohol and other drug education programs that have proven to produce some 
behaviour change. 
• The timing of the implementation of the curriculum should be linked to 
prevalence data (Kelder, Perry, Klepp &Lytle, 1994; Bremburg, 1991; 
Dielman, 1994). 
• The curriculum should be implemented in the context of developmentally 
appropriate and ongoing school health curriculum (Ballard et al., 1994; 
Dusenbury & Falco, 1995; Hawthorne, 1996). 
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• The curriculum should be based on the experiences of the target group 
(Dusenbury & Falco, 1995; Dielman, 1994; Hansen et al., 1991; McBride et 
al., 2000). 
• Students should be involved in the planning of the curriculum (Dusenbury & 
Falco, 1995; Dielman, 1994; Hansen et al., 1991; McBride et al., 2000). 
• The curriculum should provide accurate normative information (Dielman, 
1994; McBride et al., 2000). 
• The curriculum should adopt goals based on the experiences. of the target 
group (Dielman, 1994; McBride et al., 2000). 
• The curriculum should be skills based/activity based (Dusenbury & Falco, 
1995; Dielman, 1994; Bremburg, 199t Botvin, 1986; Botvin, Baker, 
Renick, Filazzola, & Botvin, 1984; McBride et al., 2000). 
• The curriculum should incorporate utility knowledge (Dielman, 1994; Kinder 
Nape and Walfish, 1980; Staulcup Kenward & Frigo, 1979; Berbian, 
Gross, Lovejoy & Paperella, 1976; McBride et al., 2000). 
• The curriculum should involve social resistant skills that are relevant to the 
target group (Evans, 1976; Botvin, 1986; Botvin, et al., 1984; Bremburg, 
1991; Dusenbury & Falco, 1995; Dielman, 1994). 
• The teachers involved in implementing the curriculum should receive training 
based on the interactive modeling of curriculum activities (Jessor, 1987; 
Murray & Perry, 1985; Dusenbury & Falco, 1995; McBride et al., 2000). 
The study purposely incorporated these evidence-based features into the curriculum 
in an attempt to maximise the potential for behaviour change. In particular this study 
focussed on basing the curriculum on the experiences of those it aimed to influence. 
In addition, particular care was taken to link the curriculum to the Western Australian 
Curriculum Framework ensuring it was implemented within the context of a . . 
developmentally appropriate and ongoing school health curriculum. Therefore the 
curriculum addresses a broad range of the overarching learning outcomes from the 
Western Australian Curriculum Framework (1998, pp. 18-19), and in particular: 
• Students use language to understand, develop and communicate ideas and 
information and interact with others. 
• Students describe and reason about patterns, structures and relationships in 
order to understand, interpret, justify and make predictions. 
• Students visualise consequences, think laterally, recognise opportunity and 
potential and are prepared to test options. 
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• 
• 
• 
• 
Students understand and appreciate the physical, biological and technological 
world and have the knowledge and skills to make decisions in relation to it. 
Students value and implement practices that promote personal growth and 
well being. 
Students are self-motivated and confident in their approach to learning and are 
able to work individually and collaborative. 
Students recognise that everyone has the right to feel valued and be safe, and, 
in this regard, understand their rights and obligations and behave responsibly. 
Accordingly the curriculum could be implemented across several learn1ng areas 
including, English and Society and Environment. However, as alcohol education is 
generally taught within the Health and Physical Education learning area in the 
majority of government schools in Western Australia, the curriculum specifically 
addresses a broad range of the learning outcomes from the Health and Physical 
Education learning area and in particular: 
• The student applies self-management skills, showing an awareness of beliefs ,. 
and values, and predicts the risks and benefits for the achievement of health 
and physical activity goals. 
• The student applies self-management skills, analyses risks and benefits, and 
plans for the achievement of personal and group health and physical activity 
goals. 
• The student applies self-management skills, considering own values and 
beliefs, to cope effectively with challenging health and physical activity 
situations. 
• The student understands that personal health, safety and physical activity 
practices enhance the physical, mental, emotional and social aspects of their 
own and others' health. 
• The student understands how factors influence personal health behaviours 
and how to appraise own and others' health, safety and physical activity 
practices. 
• The student understands the action of consequences taken to enhance 
personal and community health, safety and physical activity, and to avoid or 
reduce the risks associated with lifestyle behaviours. 
• The student understands and evaluates a range of strategies that address 
social, cultural, environmental and political factors to improve their own and 
others' health, safety and physical activity. 
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• The student demonstrates communication and cooperation skills that 
contribute to interpersonal and group interactions. 
• The student demonstrates communication and cooperation skills that enhance 
interpersonal and group relationships. 
• The student uses communication and cooperation skills to actively participate 
in making and evaluating interpersonal and group decisions to achieve goals. 
• The student demonstrates the communication and cooperation skills required 
to cope effectively with conflict and changes in relationships and groups 
(Education Department of WA, 1998). 
In addition the research undertaken in this study draws on the School Health and 
Alcohol Harm Reduction Project (SHAHRP) which involved an evidence-based, 
alcohol harm minimisation curriculum for year eight and year nine students 
(Farringdon, McBride & Midford, 1999). Results after phase two of this study 
indicate that intervention students demonstrated a significant increase in knowledge 
compared to control students. Intervention students also demonstrated significantly 
safer attitudes toward alcohol use situations than control students and although both 
groups displayed an increase in alcohol consumption, the intervention group 
increased significantly less than the control group. In addition, intervention students 
reported significantly less harms caused by their own use of alcohol and others use of 
alcohol than control students (McBride, 1999). These encouraging results of the 
SHAHRP study supports the inclusion of a harm minimisation approach and the 
evidence-based features that can influence behaviour, into the post compulsory 
curriculum developed in this study. 
Figure 1 (below) identifies the key conceptual components of the study. Some 
components including input from students, a harm minimisation approach and the 
Curriculum Framework are related to the evidence-based features from the literature 
that can influence behaviour. Other components such as teacher and health 
professionals input are not necessarily related to the evidence-based features yet have 
influenced the conceptual framework of the study. 
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Figure 1 :  Conceptual Basis of the Study 
Hann Minimisation 
I .,.1 
Approach 
Teacher and Health 
Professionals Input 
Evidence-Based 
Features 
CURRICULUM 
DEVELOPMENT 
i-----.i Pilot Evaluation 
Student Input 
Western Australian 
Curriculum Framework 
BENEFITS OF THE STUDY 
Refining the Curriculum 
, 
This study focused on the formative development of a post compulsory, alcohol harm 
minimisation curriculum. A particular strength of the study was the insight gained from 
local Western Australian post secondary students about: 
• the settings and circumstances in which they use alcohol; 
• the type and amount of alcohol consumed; 
• the types of harms they experience through their own and others use of alcohol; 
particularly the different types of harms experienced by males and females; 
• the types of harm reduction strategies used by young people ; 
• the types of education approaches likely to be effective with young people. 
This process of consultation with the target group is consistently recommended 
because it is particularly important in identifying and understanding issues and 
directions for the development of interventions (Australian Drug Foundation, 1994; 
Dusenbury et al., 1995). 
This study has resulted in an increased understanding of the factors that lead to 
adolescent drinking and specifically 'at risk' drinking. These insights are timely, 
given the findings of a recent Western Australian survey that recommended 
investigation is required to understand the increases in adolescent 'at risk' drinking 
(Health Department of Western Australia, 1 998). In addition, the insights gained 
have resulted in the development of a curriculum that directly targets the alcohol­
related issues identified by young people as relevant and of concern to them. 
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Students participating in the focus group interviews and the piloting of the curriculum 
were provided with the opportunity to consider their own drinking behaviours and 
that of their peers. In addition they identified commonly encountered alcohol-related 
harms and alcohol risk situations of particular relevance and considered strategies to 
reduce these potential harms, a primary aim of the study. 
The process of involving current health education teachers and health professionals in 
the formative development has resulted in a curriculum that is useful and well 
considered by the teachers. 
School drug education resources are rarely piloted with teachers and students prior to 
use in schools and are rarely evaluated (Dielman, 1994; Goodstadyt, 1986). The 
curriculum developed during this study was piloted with local students and teachers 
and modified to ensure it was relevant to students and acceptable to teachers. The 
Western Australian Curriculum Council has indicated that ' new' approaches to the 
Post Compulsory curricula are required. The curriculum developed in this study may 
meet some of these needs as it not only addresses specific Health and Physical 
Education learning outcomes but also many of the overarching learning outcomes. 
Accordingly, the curriculum developed in this study may be taught across other 
learning areas. 
Due to its formative nature, the findings of the study provide information about the 
design and implementation of a post compulsory alcohol harm minimisation 
curriculum that incorporates evidence-based features from health, education and 
research approaches that offers the best potential of reducing alcohol harm in post 
compulsory students and is considered relevant by the student population that it is 
designed to influence. The process may be used, adapted, or added to, by other 
researchers and educators wishing to develop health education curriculum materials. 
As a curriculum it can contribute to both classroom-based and whole of school 
approaches to drug education. However, as a curriculum used in a classroom-based 
approach, its potential contribution to school drug education has several advantages 
in terms of equity and accessibility within schools (McBride et al., 2000). Access to 
evidence-based drug education curriculum materials is rarely provided to schools. 
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RESEARCH QUESTIONS 
This study is based on the following research questions: 
• Will a post compulsory, alcohol education curriculum that incorporates student 
input and the evidence-based features be perceived as relevant, acceptable and 
appropriate by the student population that it is designed to influence? 
• Do the teachers who have implemented the curriculum perceive th� curriculum to 
be acceptable to teachers and easily implement�d in the classroom? 
LIMITATIONS 
The following design limitations of this study are acknowledged and should be taken 
into consideration when interpreting the results. 
External Validity 
Due to the formative nature of the study, the research design contained no control 
group therefore it is not externally valid and the results cannot be generalised. The 
selection of schools for both the focus groups and piloting of the curriculum was 
based on cluster sampling, with stratification by socioeconomic area. These schools 
are limited to the metropolitan area in Western Australia due to financial and time 
constraints of the study. Consequently, care should be taken in transferring any 
findings of the study to populations other than the selected sample. 
Internal Validity (Credibility) 
Samplin!i 
Students invited to participate in the focus groups were selected by random sample 
stratified by school, year level and gender. Not all students initially selected chose to 
participate therefore, other students were randomly selected until both focus groups 
from each school contained seven participants. Although the random selection, 
reduced the potential of over emphasising certain issues that may have occurred if 
students self selected, it is possible that those who chose to participate differed from 
those who did not wish to participate. Therefore, membership bias may have 
occurred (Choi & Noseworthy, 1992). In addition, membership bias may have 
occurred due to the incentive that was offered to students to participate in the focus 
groups. Although generalisation of the findings of the focus groups is not 
appropriate, the random selection ensured the students involved in the focus groups 
reflected a broad socioeconomic range thereby increasing the transferability of 
findings to other similar populations in similar schools. 
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Interview schedule 
The interview schedule adopted for the focus groups was subject to expert review, 
from the health and education sectors, to assess content validity. The reliability of the 
interview schedule was not tested as this is not appropriate in qualitative research 
(Choi & Noseworthy, 1992). 
Information Bias 
Two interviewers were used to conduct the focus groups within each school to enable 
the focus groups to be conducted concurrently. The interviewers had different levels 
of experience in conducting focus groups and although particular care .was taken to 
train the inexperienced interviewer in focus group techniques, information bias may 
still have occurred (Choi & Noseworthy, 1992). In addition, as two interviewers 
conducted the focus groups both inter interviewer and intra interviewer bias may have 
occurred (Silverman, Ricci & Gunter, 1990). The following measures were 
undertaken to minimise information bias: 
1) The second interviewer was comprehensively trained in focus group techniques. 
2) The focus groups were audiotaped and transcriptions reviewed and edited by 
the interviewer. 
3) Both interviewers used a standard schedule of questions and probes. 
4) Notes were made by each interviewer at the conclusion of the focus group 
regarding group dynamics and deviations from the interview schedule. 
The workshops conducted with teachers and health professionals were facilitated by 
the researcher preventing inter interviewer bias however, intra interviewer bias may 
still have occurred (Silverman et al., 1990). Information bias due to the maturation of 
the students and external influences was minimised as the focus groups were 
conducted over a two-week period. Recall bias was unlikely because it was the 
students' and key informants' thoughts, attitudes and interpretations, not behaviours 
that were being explored. 
Confounding Bias 
Inherent to qualitative research is the potential for subjective judgement during the 
data analysis. In addition, due to the qualitative nature of the data there is no 
provision for comparison. Although a conscious effort was made by the researcher to 
bracket out any preconceptions that may bias the data analysis, bias may still have 
occurred. In an attempt to minimise this potential bias, a colleague skilled in 
qualitative data analysis reviewed the data analysis. When differences in interpretation 
occurred the transcriptions were re-examined and interpretations reviewed until 
agreement was achieved. 
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DEFINITION OF TERMS 
The following terms are frequently used in this document. A brief explanation is 
provided for each term. 
Post Compulsory 
Evidence-Based Features 
Harm Minimisation 
Harm Reduction 
Focus Groups 
Qualitative Research 
In Western Australia post compulsory refers to 
students in years eleven and twelve ( 15-17 year 
olds). 
The evidence-based features of the curriculum are 
drawn from research studies, evaluations and 
meta-analysis of drug/health education 
intervention research that offer the best potential 
of influencing student behaviour. 
Harm minimisation is an approach that aims to 
decrease the potential harms associated with drug 
use without necessarily reducing the drug use 
(Lenton & Midford, 1996). 
Harm reduction and harm minimisation are often 
used interchangeably however, under the 
umbrella of harm minimsation, ham1 reduction 
refers to a range of strategies used to achieve the 
aim of reducing the harms associated with drug 
use . 
Focus groups are group, rather than one on one 
interviews. They are a way of obtaining a large 
quantity of data in a short period, from a larger 
number of people than would be possible with 
the same number of one on one interviews 
(World Health Organisation, 1997). 
Qualitative research provides insights into social 
processes and issues. Reporting of results 
involves in depth descriptive data regarding 
selected issues for specific target groups. 
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Curriculum Program 
Curriculum Approach 
Curriculum Framework 
Overarching Leaming 
Outcomes 
Health and Physical 
Education Leaming Outcomes 
A school based education program that provides 
detailed classroom activities, materials and 
strategies which can be used to explore a specific 
issue within a subject area. 
An approach whereby the issue to be explored is 
conducted in the classroom using a program 
specifically designed to address that issue. 
The Western Australian Curriculum Framework 
outlines the learning outcomes expected of all 
Western Australian students from kindergarten to 
year 1 2  (Curriculum Council of WA, 1998). 
These statements apply across all learning areas 
and "describe the outcomes which all students 
need to attain in order to become lifelong 
learners, achieve their individual potential and 
play and active part in civic and economic life 
(Curriculum Council of WA, 1998). 
These statements describe the learning outcomes 
students need to attain specifically in the Health 
and Physical Education learning area regarding 
the ability to make responsible decision about 
health and physical activity in order to promote 
their own and others' health and well-being 
(Education Department of WA, 1998). 
15 
CHAPTER 2 
LITERATURE REVIEW 
This chapter contains a literature review of six areas pertinent to the study. These 
areas are: 1)  the prevalence of youth alcohol use; 2 )  harms associated with young 
peoples' alcohol use; 3 )  school-based alcohol education; 4) evidence-based features 
of effective drug education programs; 5 )  the Western Australian Curriculum 
Framework and 6) post compulsory alcohol -education programs in_ Western 
Australia. 
These areas were selected because they provide justification for the development of 
an alcohol education curriculum that targets post compulsory students. This is 
achieved by providing evidence that alcohol use is extremely prevalent among young 
people and as a consequence young people experience a range of harms and risks that 
are not only short term but can also be extremely acute in nature. In addition, a 
review of the school-based alcohol education literature justifies the selection of a 
curriculum approach as opposed to a whole of school approach. Furthermore a 
review of the evidence-based features provide justification for incorporating these 
components into the curriculum that aims to maximise the potential for influencing 
behaviour. The review of the Western Australian Curriculum Framework and the 
state of post compulsory alcohol education in Western Australia provides the local 
education context in which the curriculum was developed. 
THE PREVALENCE OF YOUTH ALCOHOL USE 
Alcohol is the most widely used drug in Australia (Commonwealth Department of 
Health and Family Services, 1996; Shanahan et al., 1999). Australian prevalence data 
indicates that 71 % of 16-17 year olds are current drinkers, and that 30% of young 
people (14-19 year olds) indicate they consume alcohol at least one day a week 
(Shanahan et al., 1999; Health Department of Western Australia, 1998; Australian 
Institute of Health and Welfare, 1999). In addition, young people are more likely to 
drink at hazardous or high risk levels than any other age group with 46% of young 
people aged 14 -19 years reporting that they consume alcohol at a harmful level 
(Australian Institute of Health and Welfare, 1999). This is supported by another 
Australian prevalence study that indicates 52% of the young people surveyed had 
consumed more than three standard drinks on their last drinking occasion, 36% had 
consumed more than five standard drinks and 2 8% had drunk more than seven 
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standard drinks on their last drinking occasion. Close to 19% of those surveyed 
indicated they had drunk more than ten standard drinks on their last drinking 
occasion, although males were more likely than females to consume at this level 
(Shanahan et al., 1999). 
Australian prevalence data suggests a rapid increase in alcohol use occurs between the 
ages of 13 to 14 years and again at the age of 16 (Blaze-Temple et al., 1990; 
Department of Health and Family Services, 1996). A recent Western Australian study 
indicates that the number of current· drinkers increases with age from-two in five at 
age 15, to two in three at age 17 (Health Department of Western Australia, 1998). 
This is supported by another study that reports, of those who had tried alcohol, 30% 
of 15 year olds had consumed alcohol in the last seven days, increasing to 40% of 17 
year olds (Health Promotion Services & Centre for Behavioural Research in Cancer, 
1998). In addition, 'at risk' drinking increases consistently with age. In Western 
Australia, 'at risk' drinking increases from two in four current drinkers at age 15 to 
two in three current drinkers at age 17 (Health Promotion Services & Centre for 
Behavioural Research in Cancer, 1998).,. 
The same study found the amount of alcohol consumed by young people also appears 
to be increasing over time. For 16-17 year olds between 1984 and 1996 there has 
been a significant increase in the prevalenc� of drinking in the last week (48% to 
55%) as well as a significant increase in the proportion of all students who drank 'at 
risk' (22% to 31 % ) (Health Promotion Services & Centre for Behavioural Research 
in Cancer, 1998). The percentage of current drinkers who drank at risk also rose 
significantly from 44% in 1984 to 56% in 1996 (Health Promotion Services & Centre 
for Behavioural Research in Cancer, 1998). Furthermore another prevalence study 
reports that in 1998, 28% of 15-17 year olds consumed more that seven standard 
drinks on their last drinking occasion, compared to 22% in 1988 (Shanahan et al. , 
1999). Given these statistics, it is not surprising that the findings of a recent Western 
Australian survey recommended that there should be further investigation into youth 
drinking behaviours to gain an understanding of the recent increases in 'at risk' 
drinking among 16-17 year olds. In addition, it was recommended that education 
programs that addressed youth drinking should be developed (Health Department of 
Western Australia, 1998). 
HARMS ASSOCIATED WITH YOUNG PEOPLES' ALCOHOL USE 
It is clear from the prevalence data that many young people tend to adopt high-risk 
patterns of alcohol use (eg. binge drinking). There are many factors that influence 
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alcohol use and its potential harmful use by young people. Alcohol plays a 
fundamental role in formal and informal activities in Australian life and although it is 
the drug of choice for most Australians it is rarely perceived as a drug (Shanahan et 
al., 1999). It maintains a high, somewhat revered profile in the community through 
extensive advertising, promotion and sponsorship (particularly in sport). In addition, 
alcohol is readily accessible and the availability of A TM' s and EFI'POS machines has 
made it increasingly easier to drink and continue to drink (Shanahan et al., 1 999). 
Furthermore the availability of different alcoholic drinks with improved taste 
(alcoholic sodas) has made alcohol more appealing to young people (Shanahan et al. , 
1 999). Consequently young Australians accept alcohol use as a socijtl norm and 
'right of passage' to adulthood (Shanahan et al., 1999; Midford et al., 1996; 
Saunders and Baily, 1 993; Australian Drug Foundation, 1994). 
Although young people may be aware of the potential harms associated with high risk 
patterns of alcohol use, they believe the advantages of alcohol use are far greater than 
the disadvantages (Shanahan et al., 1999; Midford, et al., 1996; Saunders and Baily, 
1993; Australian Drug Foundation, 1 994). For young people the benefits of alcohol 
include relaxation, fun, to bind them to their peer group, to gain confidence in social 
situations, especially in communication with members of the opposite sex, to 
experiment and to get drunk (Dielman: 1994; Shanahan et al . , 1999; Midford, et al. , 
1 996). 
Although getting drunk is not perceived as necessarily harmful, losing control is 
viewed negatively by the majority of young people (Shanahan et al., 1999; Midford 
et al., 1996; Saunders and Baily, 1993; Australian Drug Foundation, 1994). Other 
potential harmful outcomes young people associate with alcohol use include 
becoming violent or aggressive, the negative consequences of sexual behaviours and 
having to look after friends affected by alcohol (McBride, Farringdon and Midford, 
' ' 
2000b; Shanahan et al., 1999; Midford et al., 1 996; Saunders and Baily, 1993; 
Australian Drug Foundation, 1994). These harms and others associated with alcohol 
use escalate in unsupervised drinking situations (McBride et al., 2000b). 
Young people tend to believe that the health consequences of their alcohol use are 
short term, such as vomiting and memory loss and that although these consequences 
may be undesirable they are not necessarily perceived as harmful (Shanahan et al. , 
1999; Midford et al., 1996; Saunders and Baily, 1993; Australian Drug Foundation, 
1994). Furthermore, young people exhibit either little understanding of the more 
long-term health problems that can result from the harmful use of alcohol or believe 
these problems may occur too far into the future to be relevant to them now 
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(Shanahan et al., 1999; Midford et al., 1996; Saunders and Baily, 1993; Australian 
Drug Foundation, 1994). 
Additionally, young people appear to either have limited knowledge and skills to 
minimise alcohol-related harms or believe that many alcohol harm reduction strategies 
are unrealistic and inappropriate (Midford et al., 1996; Saunders and Baily, 1993 ; 
Australian Drug Foundation, 1994). Consequently, the harms experienced by young 
people in association with their own and others use of alcohol are relatively high. 
Recent data indicates that alcohol is· responsible for 82 .5% of drug-related deaths in 
young people aged 15 - 19 years (Spooner, Mattick and Howard, 1996). Relatedly, 
72% of substance related hospital episodes for 15 - 19 year olds relate to alcohol, with 
the majority of these admissions resulting from road crash injuries (Australian 
Institute of Health and Welfare, 1999). In Western Australia, alcohol causes more 
harm in the 15 to 19 age group than any other age group (Unwin and Codde, 1999). 
It is responsible for the majority of drug-related deaths, claiming more lives that all 
other drugs combined (Unwin and Codde, 1999). In the 15 to 19 age group alcohol 
kills at five times the rate of other legal and illicit drugs, compared to two and a half 
times the rate of legal and illicit drugs in the 20 to 24 age group (Unwin and Codde, 
1999). 
A SCHOOL CURRICULUM APPROACH 
The current research literature suggests that the majority of young people start 
drinking alcohol during their school years and experience acute health and social 
harms associated with drinking (McBride et al., 2000). Young people spend a great 
deal of their time at school therefore, schools provide an appropriate setting in which 
young people can be educated about alcohol. There is a certain appeal to the logic that 
by educating young people about alcohol this should prevent problems. However, 
given the unique status of alcohol in Australian society, what · type of alcohol 
education will be effective with young people? Unfortunately in the past, alcohol 
education programs have enjoyed limited success in preventing use due the 
prevalence, legality and social acceptability of alcohol use and the focus on abstinence 
as the primary goal of alcohol education (Midford and McBride, In Press). Alcohol 
programs that focus on non-use are generally regarded as irrelevant and even 
hypocritical by young people because of the widespread acceptance of alcohol use as 
desirable and often necessary behaviour (Perry and Kelder, 1992 ; Petosa, 1992 ; 
Midford et al., 1996). In addition, the scare tactics often employed by these programs 
are viewed by young people as unrealistic and inconsistent with their alcohol use 
experiences (Midford et al., 1996). The challenge for educators therefore, is to decide 
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what is a realistic and achievable goal regarding alcohol education for young people, 
given that the majority of young people do drink and will continue to drink as adults 
(Midford and McBride, In Press). 
History of School-Based Alcohol Education 
Historically, concerns have bee·n raised regarding the effectiveness of school-based 
drug education programs and a number of factors have been identified that maintain 
unrealistic programs and limit the tmplementation of interventions developed using 
evidence-based principals. Some of these factors are: 
Limited teacher training in the drug field, and lack of comfort in teaching drug 
education. 
Inappropriate drug education programming; for example drug education 
programs being conducted in isolation, using a piecemeal approach, or based 
on a one-off activity with no prelude or follow up lessons. 
The use of inappropriate teaching methodologies, for example, scare tactics; 
An assumption that knowledge-b;ised education on the consequences of drug 
use will automatically produce behaviour change and ignoring the need for 
balanced development of knowledge, attitudes and skills. 
A preoccupation with abstinence as an outcome. 
A failure to use harm minimisation strategies because they may be seen as 
condoning drug use. 
Lack of standardisation in program implementation. 
A lack of acknowledgement that drug use is a part of adult society and as such 
is inherently attractive to youth (Dielman, 1994; Sheehan, Wyn & 
Holdsworth, 1993; Farringdon et al., 1999). 
These factors have evolved as a result of the way alcohol education has been 
conducted in the past and the dominance of American experiences published in the 
research literature. Alcohol education dates back to the 1880s when the Temperance 
Movement's influence resulted in temperance education being compulsory in every 
American state by 1901 (Mezvinsky, 1961). Not surprisingly these abstinence­
focused programs stressed the dangers of alcohol and that any use would lead to 
physical and moral harm (Midford & McBride, In Press). 
With Prohibition ending in 1933, abstinence only approaches to alcohol education 
were abandoned and many schools provided little or no alcohol education. In fact any 
drug education was discouraged as illicit drugs were thought to be the main problem 
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and it was felt that knowledge would encourage experimentation (Midford & 
McBride, In Press). 
During the l 960 's there was resurgence in drug education with programs based on 
behaviour change theory emerging. These programs focused on the dangers inherent 
in drug use, assuming that this would lead to fear of use and consequently a 
reduction in drug use. The problem with these types of programs is that they lack 
credibility because the messages they promote are often inconsistent with young 
peoples' actual drug-related experiences (Midford & McBride, In Press). 
Consequently, evaluation of these programs indicated that they were not effective in 
changing attitudes or behaviour (Kinder et al., 1980). 
The failure of these programs provided the impetus in the 1970s for the development 
of affective programs that aimed to reduce alcohol and other drug use by enhancing 
personal development (Gorman, 1996). Many of these programs were not drug 
specific and included skills training in the areas of self-esteem and decision-making 
(Midford & McBride, In Press). These (>rograms assumed that increased self-esteem 
would provide young people with the innate ability to resist pressure to use alcohol 
and other drugs. The difficulty with this approach is that it assumes that people take 
drugs because of low self-esteem when in reality young people experiment with 
drugs for a variety of reasons. In addition alcohol use is considered normative in 
Western society and young people view their use of it as part of becoming an adult 
(Midford & McBride, In Press; Shanahan et al. ,  1999; Midford et al. ,  1996). Not 
surprisingly, the evidence indicates that this approach was not effective in changing 
behaviour (Dielman, 1994; Hansen, 1993 ). During this time a harm reduction 
approach to drug education was being developed. This approach incorporated abuse 
prevention programs and was based on the premise that young people drank alcohol 
�d that programs should aim to reduce the negative consequences of use (Midford & 
McBride, In Press). For a few years in the late 1970s in America, harm reduction 
drug education received support however, abstinence re-emerged as the major focus 
of drug education due to the 'parent power movement' (Beck, 1998). 
The most recent phase of drug and alcohol education has been influenced by 
resistance training (McGuire, 1964) and social modeling theory (Bandura, 1977). 
These skills-based approaches aim to enhance coping skills to counteract the social 
pressure to use drugs. To do this a social inoculation approach is adopted where 
young people are inoculated by prior exposure to counter arguments and are provided 
with the opportunity to practice the desired coping behaviour (Midford & McBride, 
In Press). Evidence supporting the effectiveness of this approach regarding alcohol 
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education is limited however, Gorman, ( 1996) indicated that three out of 1 2  reviewed 
programs based on the social influence model reported consistently lower alcohol use 
following intervention. 
The Emergence of Harm Reduction 
Early drug prevention programs, especially from the United States focused on 
abstinence, therefore any drug use reported by students, would deem the programs 
ineffective (Dielman, 1994 ). Due to the historical movements aimed at prohibiting 
alcohol use, most research evaluated how successful programs had been at 
preventing use or delaying onset (Beck, 1998). Therefore these programs-had been 
evaluated as ineffective even though they may have achieved other benefits not seen 
as relevant (Midford & McBride, In Press). The emphasis on abstinence meant that 
other useful goals such as responsible decision making or acquiring sufficient 
practical knowledge to aid decision making have not been evaluated, as they were not 
the primary goal of alcohol education (Midford & McBride, In Press). 
Harm reduction approaches have tended to be adopted in Europe, Canada and 
Australia due to their success in reducing the spread of HIV among intravenous drug 
users (Midford & McBride, In Press). In recent years harm reduction has gained 
support as one of the guiding principles of school drug education in Australia 
(Ballard et al., 1996; School Drug Education Project, 1997). The term harm 
reduction is often used interchangeably with the term harm minimisation. The 
fundamental difference is that harm reduction refers to the strategies used to achieve 
the overarching goal of harm minimisation. Harm minimisation acknowledges that 
people have always used drugs and will continue to use them, but aims to reduce the 
potential hazards associated with drug use without necessarily reducing the drug use 
itself (Cotton, 1994; Single, 1995 ; Saunders, 1996; Lenton and Midford, 1996). A 
. comprehensive harm minimisation approach incorporat�s supply control that aims to 
reduce the supply of drugs within the society through legislation, regulation and law 
enforcement. Harm minimisation also involves demand reduction that aims to reduce 
the desire to use drugs through education and health promotion. Furthermore, a harm 
minimisation approach involves harm reduction that aims to reduce the risk of harms 
associated with drug use by providing information and harm reduction strategies to 
potential users (Commonwealth Department of Health and Family Services, 1996). 
A harm reduction approach is particularly relevant to alcohol education for young 
people. Alcohol is legal, socially acceptable, prevalent and its use is supported by the 
broad community norms in Australia (Midford & McBride, In Press; Shanahan et al . ,  
1999). Alcohol-related problems tend to be associated with binge drinking, 
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inexperience and drinking in high-risk settings (Single, 1996, Australian Drug 
Foundation, I 994, Midford et al., 1996). To provide messages to young people, 
who are likely to be already drinking, that focus on abstinence and the negative 
effects of alcohol, may be inconsistent with their experience and threaten the 
credibility of teachers and the relevance of the program (Beatty, 1996). 
A recent harm reduction study found that while there was no difference in the level of 
alcohol use between control and intervention groups, the alcohol-related harms 
reported by an intervention subgroup of unsupervised drinkers did not increase to the . -
same degree as that reported by comparable control groups (Shope, Kloska,- Dielman 
and Maharg, 1994). This indicates that harm reduction may be achieved by school­
based alcohol education, without necessarily reducing consumption. Furthermore, a 
recent Western Australian study, The School Health and Alcohol Harm Reduction 
Project (SHAHRP) has reported encouraging results after the first two phases of the 
study. The SHAHRP study is an evidence-based, research intervention consisting of 
a series of classroom based alcohol education lessons that aim to influence alcohol­
related behaviours in lower secondary school students. Results after phase one of the 
study indicate that intervention students demonstrated a significant increase in 
knowledge compared to control students. Intervention students also demonstrated 
significantly safer attitudes toward alcohol use situations than control students and 
although both groups displayed and increase in alcohol consumption, the intervention 
group increased significantly less than the control group (McBride, Midford, 
Farringdon & Phillips, 2000). A sub group of supervised users were identified as 
overwhelmingly represented in the change, having 11 times greater increase in 
knowledge, less than half the increase in consumption and reporting nearly three 
times less harms associated with their own use of alcohol than the control group 
(McBride et al., 2000a). After phase two of the study the significant differences 
between control and intervention groups previously reported were maintained. In 
addition intervention students reported significantly less harms caused by their own 
use of alcohol than the control students (McBride, 1999). These findings indicate that 
both consumption reduction and harm reduction can be achieved by an evidence­
based harm reduction curriculum. 
An evaluation of the National Initiatives in Drug Education revealed that teachers 
generally understood and were supportive of the concept of harm reduction because it 
opened lines of communication with students allowing them to be more honest in 
their discussions about drug use (Midford & McBride, 1997). In addition, parents in 
Australia appear to be supportive of a harm reduction approach to alcohol education, 
because they typically introduced their children to alcohol at home and thought a harm 
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reduction approach complimented rather than contradicted their approach (Australian 
Drug Foundation, 1994). 
Whole of School Approach and Curriculum Approaches 
Recently, drug education programs and policy documents have encouraged adopting 
a whole of school approach to drug education (Midford & McBride, 1997; Perry et 
al., 1996; Ballard et al., 1994 ). This approach suggests that due to the multi-faceted 
nature of alcohol. use by young people, the most effective method of reducing 
alcohol-related harm is to focus not· only on the curriculum program but also on the 
wider school environment (Midford & McBride, 1997). In essence this means that 
the messages given by the education program should be supported by the school 
policy, that counseling is provided to students who are using or considering using 
drugs and that parents and the community are involved in the education process. 
In recent times encouraging schools to adopt a whole of school approach to drug 
education has been restricted because of the move towards of devolved decision 
making. Furthermore the increasing number of educational issues vying for status 
and time on the school's agenda and difficulties in gaining parental involvement 
further inhibit schools' willingness to participate (McBride et al., 2000). Midford & 
McBride (1997), suggest that comprehensive approaches to school-based drug 
education are expensive and require intensive and well co-ordinated school level 
activity that adds to the core duties of school personnel. In addition whole of school 
approaches tend to be developed with external assistance, are generally limited to a 
small number of schools and are difficult to sustain due to staff turnover and 
changing school priorities (McBride et al. ,  2000a; Midford & McBride, 1997). 
Australian experiences indicate that development of all the areas that underpin a whole 
school approach is difficult to achieve even when resources and financial assistance 
are provided (Midford & McBride, 1997). Consequently, when these external 
resources are withdrawn the maintenance of this approach would be difficult to 
sustain (Midford & McBride, 1997). Evaluation of the national drug education 
program in Australia (Midford & McBride, 1997) indicated that system wide teacher 
training achieved some level of change in a large number of schools. The degree of 
this change was small however, compared to change achieved by intense drug 
education activity in fewer, selected schools (Midford & McBride, In Press). 
In the United States, there has been some success in creating complementary whole 
of school and community approaches to drug education (Perry et al., 1996; Perry, et 
al. ,  1998). Project Northland, a community wide program that aimed to prevent or 
reduce alcohol use among younger adolescents indicated after three years that 
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students in the intervention school districts reported lower onset of use and lower 
levels of use than students in the control districts (Perry et al. , 1996). However, 
when these students were followed up in high school there was no significant 
difference in alcohol consumption between students in the intervention and control 
districts (Perry et al., 1998). Project Northland was an extremely well funded project 
that was implemented by experienced researchers and it is questionable whether the 
initial positive results could be replicated in schools that do not receive this extra 
assistance (Midford & McBride, In Press). In addition, the goals _ oS this research 
focused on abstinence and delayed onset. These g�als do not appear to be relevant or 
achievable for older adolescents who perceive alcohol consumption as- arr accepted 
' right of passage' to adulthood (Midford & McBride, In Press). 
Given the limitations of whole of school approaches, concerning funding and 
sustainability, clearly alternative approaches to school-based alcohol education that 
can lead to behaviour change, need to be explored (Dusenbury & Falco, 1995 ). It is 
crucial that programs can be undertaken by schools without extensive external 
support if schools and students generalfy are to have equitable access to programs 
that can effectively assist young people in dealing with alcohol and other drug-related 
issues (Dusenbury & Falco, 1995 ; Dielman, 1994). Accordingly, a curriculum 
approach has some advantages over a whole of school or community approach in that 
it is less expensive, more easily integrated into the existing school structure, more 
sustainable in terms of existing school resources therefore providing wider access for 
school generally (McBride et al. ,  2000). Furthermore, unlike a whole of school 
approach, a curriculum approach ensures direct interaction with students (McBride et 
al., 2000). 
Recently some drug/health education curricula have been identified as successfully 
achieving some degree of behaviour cha�ge in the target population (Dusenbury & 
Falco, 1995 ; Dielman, 1994; Evans, 1976; Hansen et al., 1988;  Hansen & Graham, 
199 1 ). One such curriculum program that has shown positive results regarding 
behaviour change at relatively low cost is The School Health and Alcohol Harm 
Reduction Project (SHAHRP). McBride et al. (2000a) comments that: 
The cost of phase one of the SHAHRP study excluding research costs and resource 
development was approximately $2500 per school. This amount included preparation 
and training commitments of the project officer, teacher release payments, venue hire 
and catering, as well as the printing of the first year workbooks and teacher manuals. 
These initial costs can be reduced to approximately $600 per school ( depending on 
student numbers) in subsequent years if trained teachers continue to teach the 
program. (p. 1039) 
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The cost of phase one of the SHAHRP study to schools is relatively low compared to 
the Western Australian School Health Project (WASH project) and the National 
Initiatives in Drug Education (WA) program. Both of these programs were whole of 
school approaches recently undertaken in Western Australia. Although SHAHRP 
targeted a specific year in participating school while WASH and NIDE involved all 
years in each participating school a comparison of costs and impact on student 
behaviours is interesting. 
The Western Australian School Health Project (�ASH project) required $6800 per 
school ( 1995 figures) (Cameron and McBride, 1995). Furthermore, The National 
Initiatives in Drug Education (WA) program when implemented averaged $4994 per 
school (McBride and Midford, 1996). The aim of these projects was to facilitate 
structural change and evaluation has shown some positive influence in policy 
development and teacher training. However, as it was not the aim of either of these 
projects to influence student behaviour, student behaviour was not evaluated. 
Evaluation after phase two of the SHAHRP program however, has shown that with 
relatively low costs of implementation, positive behaviour change is possible 
(McBride et al., 2000a). The implication of this for schools generally is that effective 
alcohol education is achievable and affordable (McBride et al., 2000a). Crucial to this 
approach however is that the curriculum must incorporate the evidence-based features 
that can influence behaviour change (McBride et al., 2000a). 
EVIDENCE:.BASED FEATURES OF ALCOHOL AND OTHER DRUG 
INTERVENTIONS 
Although early reviews of alcohol and other drug education programs were generally 
negative, these programs provided the impetus for the development of more effective 
programs (Dielman, 1994; Goodstadt, 1980; Kinder, et al., 1980; Schaps, 
DiBartolo, Moskowitz, Palley & Churgin, 1 981). Recently, reviews and meta­
analyses of school-based alcohol and other drug education programs have identified 
components associated with successful interventions (Bangert-Downs, 1988; Ballard 
et al., 1 994; Dielman, 1994; Dusenbury & Falco, 1995; Tobler, 1986; White & Pitts, 
1998). Incorporating these features into curriculum programs is critical if the potential 
for behaviour change is to be maximised (Dielman, 1994; Evans, 1976; Hansen et 
al., 1988; Hansen & Graham, 1991 ;  Dusenbury & Falco, 1995). 
Recent research involving school-based alcohol interventions has indicated that a 
harm minimisation approach, which incorporates student input is likely to be the most 
effective form of intervention (Dielman, 1 994, Munro, 1 994, Dielman et al., 1989, 
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Dusenbury & Falco, 1995). The literature indicates that there are critical periods 
during students' behavioural development, when interventions are most likely to be 
effective (Kelder et al., 1994). However it is also important that curriculum programs 
are relevant to young people's life experiences and should be conducted during the 
time when most students are experiencing exposure to alcohol use. This ensures that 
students receive information and skills at a time when they are most likely to have 
relevance (Dielman, 1994). Furthermore the consensus in the literature indicates that 
programs can be best tailored to a population group by using approp�ate prevalence 
data (Johnston, O'Malley & _Bachman, 1991; D�lman, 1994; Duncan, Nicholson, 
Clifford, Hawkins & Petosa, 1994). Australian prevalence studies indicate that a 
rapid increase in alcohol use occurs between the ages of 13 to 14 years and again at 
the age of 16 (Blaze-Temple et al., 1990; Department of Health and Family Services, 
1996). This data suggests that Australian students are likely to experience alcohol­
related harms and make decisions about drinking during their early adolescent years 
and again at sixteen (McBride et al., 2000). Clearly the further increase in drinking at 
age 16 exposes young people to a greater range of alcohol-related harms of 
potentially greater severity. ,r 
Tobler (1986) conducted a meta analysis of 143 drug prevention programs and found 
that the more effective programs were those that combined peer influence and specific 
skills training. Another meta analysis of 33 programs found that programs that 
focused on lectures had less influence on attitudes than those which incorporated 
discussion (Bangert-Downs, 1988). White and Pitts (1998) conducted a meta 
analysis of 62 drug education programs and found that 18 produced evidence of a 
change in drug using behaviour. Although the overall change was small, they did 
identify individual programs that produced larger effects. These programs were a mix 
of focused and generic training, were supported by reinforcing messages and 
included booster sessions at a later st�ge of the program. This reinforces the earlier 
work of Bremburg ( 1991 ), who states that interventions incorporating skills training 
have been effecting in achieving behavioural change that are maintained for two to 
three years after the intervention, if such interventions include booster sessions at a 
later, relevant stage. 
Unfortunately, proven drug education programs or those based on the evidence are 
not necessarily the ones implemented in schools (Dusenbury, Falco & Lake, 1997). 
In America, Project DARE (Drug Abuse Resistance Education) which uses specially 
trained police officers to deliver drug education lectures has been implemented by 
approximately 50% of the school districts. Evaluations of DARE consistently report 
that it has not been as effective in influencing drug use as other interactive, skills-
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based programs (Ennett, Tobler, Ringwalt & Flewelling, 1994 ). Despite this, DARE 
continues to attract support from the political arena. Its clever marketing strategy 
focuses on the fact that students like to hear police talking about drugs and that it 
provides teachers with a well deserved break from an issue that perhaps they are not 
comfortable with or have inadequate training in. 
Similarly in Australia, The Life Education program continues to attract several million 
dollars each year from government and community sources despite evaluation which 
. -
reported no evidence of reduced use of alcohol, analgesics or tobacco by students 
exposed to the program (Hawthorne, Garrard & Dunt, 1995). Furthermore, 
Hawthorne ( 1996) reported that in Victoria, 2 2% of all Victorian boys' recent 
drinking could be attributed to exposure to Life Education. The danger of these well 
supported programs, despite their lack of apparent success, is that they become 
institutionalised, waste resources and take the place of other more beneficial drug 
education programs (Midford & McBride, In Press). 
Dusenbury and Falco (1995) reviewed'school-based programs between 1989 and 
1994 and interviewed 15 leading researchers in the area in order to identify key 
elements of effective drug education. As a result, 11 components were identified as 
critical for an effective program. Similarly, Ballad et al. (1994) identified 15 
principals for effective school-based drug education. Table 1 summarises the critical 
components of effective drug education and identifies how these components were 
incorporated into the post compulsory, alcohol education curriculum that was 
developed in this study. Although the components have been drawn from the broader 
drug education literature they should be considered when developing specific alcohol 
education programs. 
Table 1 :  Evidence-based . Features of the Post Compulsory 
Alcohol Curriculum 
Evidence-based Feature 
Timing and Programming 
Social inoculation approach (delivering educati'on 
programs before behavioural patterns are firmly 
established) (Kelder et al., 1 994; Bremburg, 
1 99 1 )  
Curriculum 
To a certain extent this could not be addressed in a 
post compulsory curriculum as the majority of 
young people are already drinking by the time they 
reach year 1 1 . However, this program targets young 
people as they enter a time when the amount of 
------------------------------------------alcohol th� drink \j'pjcalJr increases £� 1 6}.; ----
Relevancy approach (programs should be The post compulsory curriculum was designed for 
immediately relevant and developmentally students aged 1 5- 1 6  years when prevalence data 
appropriate (Ballard et al., 1 994; CDHFS, 1 996; indicates there is sharp increase in alcohol use (age 
_ Dielman, J 994; Dusenbury & Falco, 1 995) _____ 1 6  }.; ______________________________________ _ 
30-40 hours of classroom level intervention or The post compulsory curriculum provides booster 
additional booster sessions at a later stage sessions as alcohol education is typically taught in 
• (Brembur.&, 199 1 ;  White & Pitts, 1 998) _______ _lears 8 or 9 in Western Australian schools. -------
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In the context of developmentally appropriate The post compulsory curriculum addresses the 
school health curricu lum (Ballard et al . ,  1994; Western Austral ian Curriculum Framework over 
Dusenbury, 1995; Hawthorne, 1996) arching outcome statements and the Health and 
----------------------------------------- Ph�sical Education learning area outcomes. -------Drug education strategies should relate to The a im of this curriculum is to reduce alcohol-
program objectives (Bal lard et al . ,  1 994) related harm and class room activities provide 
students wi th the opportunity to develop realistic 
·-----------------------------------------harm reduction strat�es ---------------------· Drug education should be taught in the context o1 The post compulsory curriculum is taught in the 
broader hea lth skil ls (Bal lard et al ., 1994; context of safe l ife-time dec ision making 
• Dusenbur_y & Falco, 1994) __________________ reJEl,rdinJt.alcohol . ___________________________ _ Objectives for drug education should be l inked to The post compulsory curriculum has a harm 
the overall goa l of harm minim isation (Bal lard et minimisation goa l .  
al., 1 _294) 
Content and Teaching Methodology 
Based on the experiences of young people The development of the post compulsory 
(Bal lard et al . , 1994; Dusenbury & Falco, 1 995; curriculum was based on infonnation gained from 
D ielman, 1 994; Hansen et al., 1988; Hansen et focus groups conducted with year 1 2  students. 
al . , 1 99 1 ;  Mid ford et al . ,  1996; Dielman et al., Feedback from the students piloting the post 
1 989; Munro, 1994). compulsory curriculum was incorporated in the 
·---------------------------------------- refinement of the curriculum ------------------· Students involved in the planning of As above 
interventions (Bal lard et al . ,  1 994; Dusenbury et 
al., 1 995; Dielman, 1994; Hansen et al . ,  1 988; 
Hansen et al. , 199 1 ;  Midford et al . , 1996; 
• D ielman et al . ,  1989; Munro, 1 994) ----------= ------------------------------------------· Provides accurate nonnative infonnation which is Normative infonnation has been incorporated into 
typically lower than expected by young people the post compulsory curriculum especial ly 
(Dielman, 1994; Dusenbury & Falco, 1995) regarding the amount drunk rather than how many 
·---------------------------------------- are drinkin_g_ _______________________________ _ Adopts a harm minimisation approach rather than The post compulsory curriculum focuses on 
being based solely on non-use goals (Bal lard et providing strategies to reduce harm experienced by 
• al., 1994; Dielman, 1 994) ___________________ the students own and others use of alcohol . -------Programs should be skills/activity based 
(Dusenbury & Falco, 1995; Dielman, 1 994; 
Evans, 1 976; Bremburg, 199 1 ;  Midford et al., 
1 996, Botvin, 1 986; Botv in et al., 1984, Cross, 
The post-compulsory curriculum is primarily 
composed of skil ls and activity based involvement. 
• 1 997; McLeod, 1997 White and Pitts, 1998J ______________________________________________ _ Drug education programs should include social The post compulsory curriculum helps young 
resistance ski l ls (Dusenbury & Falco, 1995) people to identify pressures to drink and provide 
·---------------------------------------- them w ith skills to make al ternative re�onses. ---· Drug education programs should focus on the Prevalence data indicates that alcohol is the drug 
drug use that is most harmfu l and l ikely (Ballard used most often and causes the most harm to 
• et al .• 1994.) _____________________________ �oungj>y=op)e . -----------------------------· Drug education programs should reflect an The post compulsory curriculum addresses alcohol 
understanding of the relationsh ip between the use in terms of the interplay between alcohol , the 
indiv idual , the social context and the drug in individual characteristics of the drinker and the 
detennining drug use drinking setting . 
. J� al I ard et al . , 1994 2------------------------------------------------------------------Approaches to drug education should address the The post compulsory curriculum adopts a harm 
values, attitudes and behaviours of the minim isation approach that is supported by parental 
commun ity and the individual (Bal lard et al . , attitudes, teachers, young people and government 
• 1994) ----------------------------------_eol ic�- -----------------------------------· Programs shou ld incorporate uti l ity knowledge The upper school program incorporates positive 
(know ledge that is of practical use to the target action oriented uti l ity information gathered during 
aud ience) (Dielman,  1994, Midford et al . , 1996; the focus groups. 
Munro, 1 994; Cross, 1 997; McLeod, 1 997; 
Kinder et al . ,  1 980; Stau lcup et al ., 1 979; 
Berberian et a l . , 1 976; Young, 1 968) 
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Teacher training 
Teacher train ing should involve interactive 
modeling of activities to increase teacher skil l  
and comfort (Bal lard et  al., 1 994; Dusenbury et 
al., 1995; McBride et al . , 1996; Jessor, 1 987; 
Murra� al., 1985) 
Evaluation/Research Issues 
Fidelity of implementation must be measured 
and incorporated into analysis and understanding 
of change (Dielman, 1 994, Hansen et al., 1988; 
Basch, Sliepecevich, Gold, Duncan and Klobe, 
1985 ; Gree_11 and _I<reuter, 1 99 1} 
This study provided one day of 
interactive/modeling training prior to piloting the 
post compulsory curriculum. 
The post compulsory curriculum adopted 
triangulation of measures to assess fidelity of 
implementation including teacher and student 
monitoring. 
(Modified from Farringdon et al., 1 ?99; McBride et al., 2000; Midford- & McBride, In 
Press) 
THE WESTERN AUSTRALIAN CURRICULUM FRAMEWORK 
In Western Australia in 1998, a major education reform occurred. A curriculum 
framework was developed that established learning outcomes expected of all students 
from kindergarten to year 12. The framework does not prescribe what should be 
taught. It provides direction for schools Jo develop and implement their teaching and 
learning programs to suit the needs and characteristics of their students. The 
framework focuses on what the students should achieve rather than on what should 
be taught. It recognises that curriculum is the heart of education and provides seven 
key principles that guide curriculum development (Curriculum Council of Western 
Australia, 1998). The post compulsory curriculum developed in this study adheres to 
these principles in the following ways: 
1. An encompassing view of curriculum 
The curriculum developed in this study recognises the important role that the learning 
environment, teaching methods and resources play in the facilitation of learning. The 
activities in the curriculum have been designed to promote a positive experience for 
students. 
2. An explicit acknowledgement of core values 
The curriculum developed in this study encourages students to examine their 
emotions and motivations in a way that may lead to a deeper awareness of their own 
values and those of others and how those values influence decisions. The exploration 
of attitudes and values is encouraged in a non-judgmental way. Respect of the 
attitudes and values of others is encouraged. Furthermore the students are encouraged 
to explore the impact of theirs and others actions on those around them. They are 
provided with the opportunity to practice making decisions that consider their own 
needs and wants while respecting the rights of others. 
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3 .  lnclusivity 
The curriculum activities are not based on assumptions about the attitudes or values 
of individual students. All students have the opportunity to participate in ways that 
are personal and meaningful. The curriculum is considerate of the diversity of 
personal experience and cultural background existing in any group of students. 
4. Flexibility 
The curriculum encourages students to reflect on their personal experiences and 
values and develop strategies that are personally meaningful. Thjs ensures the 
curriculum can be easily adapted to a diverse rang� of communities. 
5 .  Integration, breadth and balance 
Due to the strong emphasis on predicting consequences, devising strategies and 
consideration of oneself and others in a variety of circumstances, the curriculum 
strongly encourages students to make connections between ideas, people and things. 
There are also many opportunities for students to build patterns of 
interconnectedness. 
6. A developmental approach 
The curriculum recognises that students learn and develop at different rates and in 
different ways. The activities encourage students to explore information and ideas in 
a variety of ways that accommodates these differences. The curriculum also builds on 
and reinforces previous learning experiences. 
7. Collaboration and partnerships 
The curriculum is the result of a collaborative process. It is based on the experiences 
of young people. Teachers and health professionals have been involved in the 
development of activities. The curriculum was piloted with Western Australian 
students and teachers and their feedback has been incorporated into the refinement of 
the curriculum. 
POST COMPULSORY ALCOHOL EDUCATION IN WESTERN 
AUSTRALIA 
Currently, there are limited alcohol education resources designed for the sixteen-year 
old age group. Typically, alcohol education occurs during lower school (1 3-15 year 
olds) in the majority of Western Australian schools (School Drug Education Project, 
1999). This is due primarily to alcohol education falling under the Health Education 
umbrella that does not extend to post compulsory programs in the majority of 
schools. Therefore, little or no alcohol education occurs in the post compulsory years 
( 16-17 year olds) as post compulsory health education is rarely available in schools 
and if available, only to those students who choose to study it. Consequently, the 
majority of the resources that are available for post compulsory alcohol education are 
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one off videos, pamphlets or programs with limited basis in research evidence 
(School Drug Education Project, 1998). 
The School Drug Education Project K - 1 2  package does include activities for years 
eleven and twelve but these tend to focus of alcohol-related road trauma, media 
interventions and broader drug�related problems (School Drug Education Project, 
1999). In addition, The How Will You Feel Tomorrow resource that was produced 
by the Drug Offensive Campaign, includes activities for post comp�lsory students 
and incorporates some of the evidence-based featEres that can influence behaviour. 
However this resource has been informed by young people aged from 15 to 1 7  years 
of age and the questions asked focused on young peoples' perceptions of drinking 
and getting drunk (The Drug Offensive, 1996). 
The post compulsory curriculum developed in this study was based on the 
information gained from focus group interviews conducted with year 1 2  students 
(16-17 year olds) that focused on the harms associated with adolescent drinking and 
the harm reduction strategies that young'" people identified as realistic. Consequently, 
the curriculum provides young people with skills to enable them to minimise the 
specific alcohol-related harms they identified as commonly encountered or of 
particular relevance, at a time when alcohol use typically increases. In addition, other 
evidence-based features that can potentially influence behaviour were incorporated 
into the curriculum. 
Given The Western Australian Curriculum Council has indicated that 'new' 
approaches to the post compulsory curricula are required, the curriculum developed 
in this study not only addresses specific Health and Physical Education learning 
outcomes but also many of the overarching learning outcomes. Accordingly the 
curriculum could be ii:nplemented across several learning areas including Engli_sh and 
Society and Environment. However, as alcohol education is generally taught within 
the Health and Physical Education learning area in the majority of government 
schools in Western Australia, the curriculum specifically addresses learning outcomes 
from the Health and Physical Education learning area. (Curriculum Council of WA. ,  
1998). 
CONCLUSION 
It is clear that in Australia, young people view alcohol use as a social norm and a 
'right of passage' to adulthood (Shanahan et al. , 1999; Midford et al . ,  1996; 
Saunders & Baily, 1993; Australian Drug Foundation, 1994). The majority of young 
people aged 16- 17 years are current drinkers and are more likely to drink at high risk 
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levels that any other age group (Shanahan et al. ,  1999; Health Department of Western 
Australia, 1998; Australian Institute of Health and Welfare, 1999). Consequently the 
harms they experience are relatively high and tend to be acute (McBride et al., 2000b; 
Shanahan et al., 1999; Midford et al. ,  1996; Saunders & Baily, 1993; Australian 
Drug Foundation, 1994 ; Spooner, Mattick & Howard, 1996). Australian prevalence 
data suggests a rapid increase in alcohol use occurs between the ages of 13  to 14 
years and again at the age of 16 (Blaze-Temple et al. ,  1990 ; Department of Health and 
Family Services, .1996). Therefore as the majority of young people . start drinking 
alcohol during their school years and they spenc_!_ a large amount of their time at 
school, it is logical that schools educate young people about alcohol. However, 
currently in Western Australia, little or no alcohol education occurs in the post 
compulsory years (16-17 year olds). 
A curriculum approach is the best way of ensuring that young people are directly 
exposed to alcohol education (McBride et al. ,  2000). But for this education to be 
effective in terms of influencing behaviour, the curriculum must incorporate the 
evidence-based components from the fiealth and education literature that can 
potentially effect student behaviours (Dusenbury & Falco, 1995 ; Dielman, 1994 ; 
Evans, 1976; Hansen et al. ,  1988; Hansen and Graham, 1991). Clearly 
incorporating a harm reduction approach and the experiences of young people into 
an alcohol education curriculum maximises the potential for influencing behaviour 
(Ballard et al., 1994 ; Dusenbury et al. ,  1995 ; Dielman, 1994 ; Hansen et al. ,  
1988; Hansen et al., 1991 ; Midford et al. ,  1996; Dielman et al. , 1989;  Munro, 
1994). Furthermore to enhance this potential for behaviour change and facilitate 
ease of implementation for teachers the curriculum must be in the context of a 
developmentally appropriate school health curriculum (Ballard et al., 1994 ; 
Dusenbury, 1995 ; Hawthorne, 1996). In line with the principles of the Western 
Australian Curri�ulum Framework that guide curriculum development, p�ovision 
of evidence-based alcohol education curriculum materials is essential in meeting 
the needs of students and in ensuring that responsible and equitable provision of 
alcohol education is achieved (McBride et al., 2000; Curriculum Council of WA. ,  
1998). I f  young people are to  effectively deal with alcohol and other drug-related 
issues it is crucial that workable, evidence-based strategies are identified and 
disseminated (Holman, 1996; Dusenbury & Falco, 1995). 
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CHAPTER 3 
METHODOLOGY 
This chapter describes the methodology on which this study is based. Sub-sections 
within this chapter examine qualitative research methods, the research design, the 
research procedure, sampling methods, the study instrument, the analysis procedure 
and ethical considerations. 
QUALITATIVE RESEARCH 
Due to the diverse and complex issues associated with adolescent alcohol use, this 
study was conceptualised using qualitative research methods. In particular, qualitative 
research methods allow for the in-depth study of selected issues, in this case post 
compulsory alcohol education by providing insight and clear understanding about the 
range of experiences, perceptions, and opinions from the target groups (Shedlin & 
Schreiber, 1995). This type of data is- particularly important in identifying and 
understanding issues and directions for potential interventions, a primary aim of this 
study. Much of the research regarding drug-related issues involves qualitative 
methods, including focus group interviews, key informant interviews and participant 
observation (World Health Organisation, 1997). 
The rigour of qualitative research can be increased by triangulation of measures 
(Silverman, Riccie & Gunter, 1990; Morgan , 1 996). In this study triangulation was 
achieved using different sources to obtain data (focus group interviews, key 
informant interviews, teacher and student process evaluation forms, evaluation 
workshop). In addition, a number of people were used in the collection and analysis 
of data (the researcher, research colleague,  second interviewer). 
Qualitative measures of rigour are referred to as trustworthiness, the quantitative 
equivalent being validity and reliability. The following outlines the indicators of 
trustworthiness that will be pursued in this study: 
• Credibility: the degree to which findings and interpretations are truthful. 
• Dependability: the degree to which the research has been performed in a logical 
way. 
• Confirmability: the degree to which the research findings have been appropriately 
interpreted without preconceptions. 
• Transferability: the degree to which the findings are recognisable to others in 
similar settings (Hamburg, Johansson, Lungren &Westman, 1994). 
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RESEARCH DESIGN 
This study was conducted in four distinct phases. The first phase involved obtaining 
information from key informants. Eighty-four post compulsory students from six 
schools were recruited to participate in focus group interviews. In addition, 
workshops were held with current health education teachers and health/drug 
education professionals regarding the development of the curriculum. The 
transcription and analysis of the focus group interviews and teacher meetings 
followed. The second phase involved the development of the curriculum based on the 
focus group findings, input from teachers and health professionals and _the_ evidence 
from health and education research that can influence behaviour. The third phase 
involved the piloting of the curriculum in three Western Australian metropolitan 
secondary schools and the final phase involved the process evaluation and refinement 
of the curriculum. Table 2 reflects the timeline for the study. 
Table 2 :  
Date 
February 1999 
-------------
March 1999 
-------------
Aeri I-JuJy 1 999 
August 1999 
September l 99S 
October-
November 1999 
December 1999 
Studr Time Line -
Phase 
Phase l :  Key Informants 
----------------------
----------------------
----------------------
Phase 2: Development of 
the curriculum 
Phase 3 :  Piloting the 
curriculum 
Phase 4: Process 
evaluation and refining the 
curriculum 
Brocess 
Identify focus group sample, make initial contact 
with schools and negotiate involvement .  
Identify key informants and negotiate involvement. 
Identify pilot school sample, make initial contact 
with schools and negotiate involvement. 
Identify pilot school sample, make in itial contact 
w ith schools and negotiate involvement. 
Develop and assess validity of focus group questions 
andJruidelines. ------------------------------
Negotiate focus group participation with upper 
secondary students. 
Conduct focus _g_roup2 with _year 1 2  students. _______ 
_)'ranscribe and anaJ�se focus grou,P; ______________ 
Conduct workshops with teachers and experts 
regarding develooing the curriculum. 
Develop curriculum and print. 
Conduct training workshop with pilot teachers. 
Pi lot the curricul um. 
Conduct evaluation workshop with pilot teachers 
Refine intervention. 
Phase 1 :  Key Informants 
To help minimise the harms that young people experience through their own and 
other people's use of alcohol, interventions should be student centred and incorporate 
the current alcohol- related experiences of young people (Australian Drug 
Foundation, 1994; Dusenbury & Falco, 1995). To ensure that the curriculum 
developed in this study was sensitive to the concerns of the students it sought to 
influence, focus groups were conducted with Western Australian post compulsory 
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students. Although the curriculum was developed primarily for year eleven students, 
the focus groups were conducted with year twelve students at the beginning of the 
year. This enabled the students to reflect on their experiences in year eleven. 
Focus groups are group interviews, rather than individual one on one interviews. As 
a qualitative research method they have an advantage over individual interviews in 
that they allow the researcher to observe and record people's reactions to ideas and to 
each other. In addition, focus groups are a means of obtaining consid!rable quantity 
of data in a relatively short period, ·from a larger __ number of people than would be 
possible with the same number of individual key informant interviews. The 
interviews tend to produce good "natural language discourse that can reveal 
communication patterns and group interaction insights that may not be apparent 
without the interaction found in a group" (World Health Organisation, 1997, p 107). 
Windsor, Baranowski, Clark & Cutter (1994) state that focus groups can be 
effectively used to develop ideas on methods and strategies for intervention related to 
behaviour change. 
, 
Separate brainstorming workshops were conducted with current teachers of health 
education and health/drug education professionals to add contextual and content 
information to the study. 
Phase 2:  D evelopment of the Curriculum 
Recent research involving school-based alcohol interventions indicates that a harm 
minimisation approach, which acknowledges that most students will drink and which 
incorporates student input, is likely to be the most effective form of intervention 
(Deilman, 1994, Munro, 1994, Deilman et al., 1989). The curriculum developed in 
this study incorporated the findings from the focus groups conducted with post 
compulsory students, the recommendations from the meetings conducted with 
teachers and health professionals and adopts a harm minimisation approach. It 
includes a utility knowledge component sufficient to allow students to develop an 
awareness of situations with alcohol- related risk and a skills component to enable 
students to minimise harm when in alcohol risk situations which they themselves 
have identified as commonly encountered or of particular relevance. The curriculum 
aims to influence health outcomes through educational channels. To do this the 
curriculum is evidence-based and incorporates best practice components from 
relevant, health and educational research traditions, In addition, the curriculum 
addresses the following overarching learning outcomes from the Western Australian 
Curriculum Framework (1998, pp. 18-19): 
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• Students use language to understand, develop and communicate ideas and 
information and interact with others. 
• 
• 
• 
• 
Students select, integrate and apply numerical and spatial concepts and 
techniques. 
Students describe and reason about patterns, structures and relationships in 
order to 
understand, interpret, justify and make predictions. 
Students visualise consequ�nces, think laterally, recognise opportunity and 
potential and are prepared to test options. 
Students understand and appreciate the physical, biological and technological 
world and have the knowledge and skills to make decisions in relation to it 
• Students interact with people and cultures other than their own and are 
equipped to contribute to the global community. 
• Students participate in creative activity of their own and engage with the 
artistic, cultural and intellectual work of others. 
• Students value and implement practices that promote personal growth and 
well being. 
• Students are self-motivated and confident in their approach to learning and are 
able to work individually and collaborative. 
• Students recognise that everyone has the right to feel valued and be safe, and, 
in this regard, understand their rights and obligations and behave responsibly. 
It specifically addresses following learning outcomes from the Health and Physical 
Education Learning area. 
• The student uses basic self-management skills to meet personal health and 
physical activity needs. 
• The student applies self-management skills, showing an awareness of beliefs 
and values, and predicts the risks and benefits for the achievement of health 
and physical activity goals. 
• The student applies self-management skills, analyses risks and benefits, and 
plans for the achievement of personal and group health and physical activity 
goals. 
• The student applies self-management skills, considering their own values and 
beliefs, to cope effectively with challenging health and physical activity 
situations. 
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• The student understands that personal health, safety and physical activity 
practices enhance the physical, mental, emotional and social aspects of their 
own and others' health. 
• The student understands how factors influence personal health behaviours 
and how to appraise own and others' health, safety and physical activity 
• 
practices. 
The student understands the action of consequences taken to enhance 
personal and community health, safety and physical activity, and to avoid or 
reduce the risks associated with lifestyle behaviours. 
• The student understands the social, cultural, environmental �and political 
factors that impact on the health, safety and physical activity behaviours of 
• 
• 
individuals and populations groups. 
The student understands and evaluates a range of strategies that address 
social, cultural, environmental and political factors to improve their own and 
others' health, safety and physical activity. 
The student demonstrates COJillTIUnication and cooperation skills that 
contribute to interpersonal and group interactions. 
• The student demonstrates communication and cooperation skills that enhance 
interpersonal and group relationships. 
• The student uses communication and cooperation skills to actively participate 
in making and evaluation interpersonal and group decisions to achieve goals. 
• The student demonstrates the communication and cooperation skills required 
to cope effectively with conflict and changes in relationships and groups. 
(Education Department of WA., 1998) 
Furthermore, the development of the curriculum draws on the School Health and 
Alcohol Harm Reduction Project (SHAHRP). The SHAHRP study involved an 
evidence-based, alcohol harm minimisation program for year eight and year nine 
students (Farringdon et al., 1999). The formative development of the SHAHRP 
curriculum involved incorporating the evidence-based features, consultation with the 
target population (14-15 year olds), piloting testing of the curriculum materials and 
refinement of the curriculum based on teacher evaluation (Farringdon et al., 1999). 
Pilot teachers were trained using interactive modeling techniques and fidelity of 
implementation was measured (Farringdon et al. , 1999). Results after phase two of 
the SHAHRP study indicate that intervention students demonstrated a significant 
increase in knowledge compared to control students. Intervention students also 
demonstrated significantly safer attitudes toward alcohol use situations than control 
students and although both groups displayed and increase in alcohol consumption, 
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the intervention group increased significantly less than the control group. In addition, 
intervention students reported significantly less harms caused by their own use of 
alcohol and others use of alcohol than control students (McBride, 1999). 
Phase 3: Piloting of the Curriculum 
Piloting of the curriculum played an important part in refining materials to incorporate 
teacher and student responses. Three Perth secondary schools were recruited to pilot 
the curriculum during fourth term (October-December) 1999, ensuring a broad 
socioeconomic representation. The curriculum was piloted in three year eleven 
classes (15-16 year olds) involving approximately 90 students and three .teachers. 
Prior to implementation, pilot teachers attended a one-day training workshop An 
agenda has been included as appendix 10. The teachers were informed of the 
importance of teaching the activities as written and to document any variation so that 
fidelity of implementation could be assessed. The teacher training based on interactive 
modeling of activities, was designed to equip teachers with the knowledge, skills and 
confidence to teach the curriculum as 'Written. To achieve this the teachers were 
required to participate in and sample all the activities included in the curriculum and 
reflect on them. This type of training requires teachers to participate in each activity as 
a pseudo student and to reflect on management, discussion and debriefing issues for 
each activity, in their teacher role. Furthermore it allows the pilot teachers with the 
opportunity to experience and observe the student centred teaching methodologies 
required to conduct the activities and the timing of each activity. At the conclusion of 
the workshop, all teachers indicated that they felt confident and enthusiastic about 
teaching the curriculum as intended. 
In addition, each teacher was provided with a teachers' manual that detailed the 
lesson. plans. These lesson plans incorporated various strategies for information 
dissemination, small group activities, role-plays and discussions. Sample questions, 
to help facilitate discussion and coaching points to aid in the management of the 
activities were included with each lesson. Furthermore, each pilot teacher was 
provided with an alcohol information pack containing Health Department pamphlets 
about alcohol (Appendix 1 1 ). This pack provided teachers with the background 
knowledge required to teach the activities. Since all pilot teachers were experienced 
Health Education teachers they felt they had adequate knowledge to teach the 
curriculum but thought the pack would be useful as back up support. 
During the piloting, teachers were contacted by phone or facsimile to provide support 
and an opportunity to ask questions, make comments or clarify any queries. 
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Phase 4:  Process Evaluation and Refining the Curriculum 
Triangulation of measures was adopted to assess the curriculum including teacher 
and student self-report process evaluation and an evaluation workshop. Pilot teachers 
and students were required to complete a process evaluation for each activity during 
the last five minutes of each lesson so that fidelity of implementation could be 
assessed. The teacher process _evaluation forms required comment on the level of 
activity completion, teacher response and suggestions to retain or modify each 
activity (Appendix 1). The student process evaluation forms required comment on the 
level of performance on each activity, the relevance of each activity, the degree to 
which the student liked each activity and recommendations to retain, modify or drop 
each activity (Appendix 2 ). In addition, an evaluation workshop involving pilot 
teachers was conducted at the conclusion of the pilot to further assess the materials. 
Modifications were made to the curriculum in light of teacher and student 
perceptions. 
PROCEDURE 
, 
Phase 1 :  Key Informants 
Eighty-four (84 )  students from six metropolitan secondary schools were randomly 
selected and invited to participate in twelve focus groups. The health education 
coordinator in each school was contacted to discuss the benefits and requirements of 
being involved in the study both by providing students for the focus groups and 
piloting the curriculum. If a positive response was obtained a letter to the principal 
outlining the requirements of the study and requesting permission was sent. Once the 
students had been selected by random sample, a letter of invitation, also seeking 
informed consent was presented to each student (Appendices 3 and 5 ). Selected 
students were offered a CD voucher as an incentive to agree to participation. In 
addition, parents of t�e selected students were provided with a letter outlini�g the 
issues to be discussed in the focus groups and seeking their permission to involve 
their child in the focus groups (Appendices 4 and 5). 
Two interviewers were used to conduct the focus groups due to organisational issues 
within each school and that the focus groups were conducted concurrently. The 
researcher facilitated the six male groups and the six female groups were facilitated by 
a health promotion professional trained in focus group technique. 
The question and probe schedule (Appendix 7) adopted for the focus groups related 
to the following issues: 
• The settings and circumstances in which young people use alcohol. 
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• 
• 
The type and amount of alcohol consumed by young people . 
The type of harms young people experience through their own and others 
use of alcohol, particularly the different types of harms experienced by 
males and females. 
• The types of harm reduction strategies used by young people. 
• The types of education _approaches likely to be effective with young people. 
The focus groups lasted approximately one hour and were audio-taped and 
transcribed to ensure that the richness of the data was retained and accurately 
presented (Bernard, 1995 ; Hawe, Degeling & Hall, 1990). Given th_e amount of 
discussion and interaction that occurs during focus group interviews it would be an 
impossible task to record an accurate written account of all participants' comments. 
Audio-taping allows all participants' comments to be accurately recorded 
Separate workshops were conducted with current teachers of health education and 
health professionals in the drug and education field. Seven current health education 
teachers from a variety of schools were-- invited to attend the meeting of which six 
accepted. Once the invited teacher indicated they were willing to attend the meeting, a 
letter was sent to the school principal outlining the reasons for the meeting, offering a 
half day paid relief to allow the teacher's release from class room duties and seeking 
permission. 
Seven health professionals were invited to attend a separate workshop of which five 
accepted. These health professionals have extensive experience in developing and 
delivering drug education programs and included representatives from the School 
Drug Education Project, the School of Public Health at Curtin University and the 
National Drug Research Institute. Based on their knowledge and experiences, the 
participants in both meetings we�e required to brainstorm, discuss and recommend 
content and teaching strategies to be incorporated into the post compulsory 
curriculum (Appendix 8). The teacher and health professionals meetings were audio 
taped and a written record was also undertaken. 
Phase 2: Writing the Curriculum 
The curriculum was developed in consultation with experienced current teachers of 
health education and experts in health/drug education, incorporating - information from 
the focus groups and the evidence-based features from the relevant health and 
education research that can influence behaviour. The resulting curriculum was written 
by the researcher and piloted with year eleven students. 
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Phase 3: Piloting the Curriculum 
The curriculum was piloted in three of the schools that the focus group participants 
were drawn from. Once the teacher agreed to participation, a letter was sent to school 
principals outlining the school requirements and seeking permission. In addition, 
passive consent from participating students and their parents was sought (Appendix 
6). The teachers attended a one-day training workshop prior to piloting the 
curriculum. Schools were offered one day paid relief to allow the pilot teachers 
release from class duties to attend the pilot training. 
Phase 4: Process Evaluation and Refining the Cprriculum 
During the piloting of the curriculum, all teachers were required to complete process 
evaluation forms (Appendix 1) and fax them to the researcher immediately after the 
completion of each lesson. This provided an ongoing list of suggested modifications 
and impressions that could be used to refine the teaching program. 
Students, towards the end of each lesson completed student process evaluation forms 
(Appendix 2), in the form of a booklet. -The researcher at the conclusion of the pilot 
collected these booklets. This provided a list of student perceptions that could be used 
to refine the curriculum. 
An evaluation workshop was conducted at the conclusion of the pilot to further refine 
the teaching program. The pilot teachers and the researcher attended the workshop. 
Schools were offered one day paid relief to allow the pilot teachers release from class 
duties to attend the evaluation workshop. Each activity in the program was discussed 
and assessed by the pilot teachers according to content, methods, relevance to age, 
timing and training. In addition, the process evaluation forms were reviewed. The 
evaluation workshop was audio taped and a written record was also undertaken. 
Recommendations for modifications that reflected a consensus of teacher and student 
comments and were consistent with the evidence-based features have been 
incorporated into the curriculum. 
SAMPLING METHODS 
Phase 1 :  Key Informants 
The selection of schools for involvement in this study was restricted to the Perth 
(capital city) metropolitan secondary schools. Random selection of the six schools 
from which the year twelve students were drawn, was conducted using the Western 
Australian Education Department's Priority Schools Program Index which scores 
schools on a range of socio-demographic factors (Giddings & McDonald, 1992). 
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Using this index all metropolitan secondary schools were divided into high, middle 
and low strata. Two schools were then selected from each strata. Students 
participating in the focus groups were then selected by random sample stratified by 
school, year level and gender producing a total of 12 groups (n= 84). 
Qualitative research literature indicates that the following issues should be considered 
in the composition of focus groups: 
• Focus groups should be conducted until clear patterns emerge and subsequent 
. -sessions provide repetition of information gathered in previous sessions (Hawe et 
al. , 1990). Hawe et al . ,  ( 1990) suggest that four to six focus groups should be 
sufficient for repetition across focus groups to occur. This study conducted six 
focus groups per target group. 
• Focus groups should be made up of homogeneous members (Bernard, 1995; 
Hawe et al., 1990; Sheldin & Schreiber, 1995). Therefore, two target groups 
(males and females), were identified for involvement in this study. 
• The literature indicates that focus groups should comprise of 6-12 members 
(Bernard, 1995), a maximum of eight members, with seven members being ideal 
(Hawe et al ., 1990; Sheldin & Schreiber, 1995; Windsor et al., 1994). This 
study recruited seven members per focus group. 
Therefore, this study conducted six focus groups comprising seven, year 12 females 
and six focus groups comprising seven, year 12 males. There was a male and a 
female group from each school. Each group was over-sampled (approximately 20) to 
allow for those who did not want to participate in the focus groups or did not return 
personal or parental consent. The students were listed in order of selection. If 
students did not want to participate the next student on the list was invited until each 
group comprised seven participants. 
Although generalisation of the findings of focus groups is not appropriate, the 
random selection ensured the students involved in the focus groups in this study, 
reflected a broad socio economic range therefore increasing the transferability of 
findings to other similar populations. In addition, the random selection reduced the 
potential of over emphasising certain issues that may have occurred if the students 
self selected. 
The selection of teachers for involvement in the teacher meetings was by invitation 
and was determined by the following factors: 
• Current health education teacher. 
• Experience in teaching drug education programs. 
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• Representation from a variety of schools reflecting teaching experiences covering 
a broad socio economic range. 
The selection of health professionals for involvement in the teacher meetings was by 
invitation and was determined by the following factors: 
• Currently involved in the alcohol and other drugs field. 
• Experience in developing and delivering drug education programs . 
Phase 3: Piloting 1he Curriculum 
The three schools involved in piloting the curriculum with year 11 students were 
drawn from the schools previously involved in the study. Three schools declined 
from piloting the curriculum due to time tabling constraints. One teacher from each 
pilot school was trained to teach the curriculum to one class of year 11 students. Due 
to time tabling issues specific to each school, individual pilot schools selected the 
teacher and year 11 class to pilot the curriculum. 
Phase 4: Process Evafuation and Refining the Curriculum 
All teachers and students involved in the piloting of the curriculum completed process 
evaluation forms. All teachers involved in the pilot attended the evaluation workshop. 
TRUSTWORTHINESS of INSTRUMENTS 
Phase 1 :  Key Informants 
The question and probe schedule (Appendix 7) adopted for the focus groups was 
subject to expert review from the health and education sectors to assess credibility. 
The two main elements for ensuring the trustworthiness of focus group data are the 
skill of the group facilitator and the methods adopted for the analysis of the data 
(Bernard, 1995; Shedlin & Schreiber, 1995). To increase the quality of the data 
obtained during focus groups the facilitator should be experienced in conducting 
focus groups, with knowledge of group processes and the education system 
(Bernard, 1995 ; Shedlin & Schreiber, 1995; Windsor et al., 1994). The researcher 
had experience in all of these considerations. The second interviewer was 
comprehensively trained in focus group techniques by the researcher and both 
interviewers used a standard schedule of questions and probes. 
During the focus groups particular attention was taken not to lead the discussion or 
make judgements about what the participants were saying or doing. Once the focus 
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groups were transcribed, the second interviewer and a colleague read and edited the 
transcriptions to increase the credibility and confirmability of the transcriptions. 
Phase 4:  Process Evaluation and Refining the Curriculum 
Triangulation of measures was adopted to assess the curriculum including teacher and 
student process evaluation duri,ng the pilot and teacher attendance at an evaluation 
workshop at the conclusion of the pilot. 
ANALYSIS 
Phase 1 :  Key Informants 
The relevant literature suggests that the following format be adopted for the analysis 
of focus group information to increase accuracy of interpretation (Hawe et al., 1990; 
Windsor et al., 1994; Shedlin & Schreiber, 1995). For each focus group: 
• State the question. 
• Develop a matrix of response themes. 
• Describe the range of themes. .,. 
• Provide direct quotations to illustrate the themes. 
• Provide interpretative discussion. 
All focus group interviews were transcribed by the researcher and checked against the 
tapes for accuracy. If any student comment represented a consensus of student 
opinion, consensus was written in brackets next to the comment. Verbal agreement 
from all other group members determined consensus. Each question was analysed 
individually. For each question, all the male student comments from all focus groups 
were listed separately from the female comments and the focus group number was 
placed next to the appropriate comment. Student comments that were interpreted to be 
of a similar nature were id�ntified as a theme. All the students' responses were . 
initially coded into themes. The themes were cross-referenced to the appropriate 
focus group from where the comment originated by placing the focus group number 
in brackets next to each theme. Inherent to qualitative research is the potential for 
subjective judgement during the interpretation of data. A conscious effort was made 
by the researcher to bracket out any preconceptions that may have biased the 
interpretation of data. To increase the reliability of the interpretation a fellow 
researcher, experienced in qualitative research method read and edited the analysis for 
each focus group question. When differences in interpretation occurred the 
transcriptions were re-examined and interpretations reviewed until agreement was 
achieved. Table 3 reflects a section of the analysis of question two. It demonstrates 
how the initial coding of specific comments into themes was achieved. Question two 
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asked students where do young people your age tend to drink alcohol? The following 
prompts were given to further explore issues: 
Anywhere else? 
Is the drinking different depending where it is done? Why? 
Do young people drink with different people depending on where it is 
done? Why? 
Does this affect the type of drinking? 
Table 3: Example__Qf_ Codh.!JL(Question 2) 
Specific Comments (BOYS) 
Parties (�neral consensus) ( l l 
Restaurants ill 
No well at restaurants they don't go and get pissed ( I )  
Yeah they're probably with they're parents at 
restaurants so they're more controlled (I) 
Pubs ill 
Concerts ill 
Mates houses ill 
Where ever the alcohol is ill 
At parties there is more alcohol so more gets drunk 
ill 
You mainly drink with friends and you drink more 
with them than with famili'.J.� 
Sometimes like fami ly gatherings and stuff. (3) 
Pubs and nightclubs if you can get to them (3) 
Specific Comments (Girls) 
Alcohol? At parties, friends houses, pubs. I 
If you're at a party you're more sociable so you keep saying 
that you have more. But if you're at home doing nothing and 
you' re drinking with your parents wouldn't be very happy. I 
Yeah. My parents always offer me a wine but I don't l ike it. (3) 
If it's just wine with a meal then that's like teaching you not 
to binge. ( 1 )  
Parties ill 
Anywhere our friends are really (consensus). (2) 
Parties ill 
At home with parents (3) 
Theme/Issue 
Parties ( 1 23456 l 
Licensed .eremis_�s_( 12356) 
Don't get drunk at l icensed 
premises ( 12356) 
Parents moderate drinking ( 12345) 
Licensed premises (12356) 
Concerts ill 
At friends houses (243) 
Where there is alcohol @ 
Drink more at parties 
_(_23456) 
Drink more with friends than 
parents (23451 
With family (2345) 
Licensed premises/ difficult to get 
into ( 1 ,:3_)_ 
Theme/Issue 
Parties ( 123456) 
Friends houses ( I 6 ) 
Licensed Premises ( 1 3456) 
Drink more at parties ( 1 246) 
Parents moderate drinking (1246) 
Drinking with parents controls 
what you drink (134) 
Drinking at home with parents 
teaches you how to drink safely 
1 6  
Parties ( 123456) 
With friends Q__§) 
Parties ( 1 234562 
With parents ( 1 345) 
The resulting themes were then placed in a matrix that identified the theme and the 
focus groups that identified each theme. This clarified which themes were the most 
commonly identified. Issues and themes that were repeated across both genders 
where identified as common themes (C). Issues specific to each gender were 
identified as different themes (D). The following table reflects a section of the matrix 
developed from the initial coding of themes from student responses to question two. 
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Table 4: Example of Summary matrix (Question 2) 
BOYS - THEMES F G l  FG2 FG3 FG4 
At parties X X X X 
(C) 
With parents who have X X X 
a moderating effect on 
drinking (C) 
Drink more at parties X X X 
(C) 
At l icensed premises X X X 
but this is not 
common !C) 
Drinking at l icensed X X 
premised in control(C) 
At friends houses (C) X X X 
GIRLS- THEMES F G l  F G 2  F G 3  FG4 
At  earties !C) X X X X 
Drinking enhances X X X 
socialisation at parties 
C 
Always alcohol X 
available at earties (D} 
Drink more at parties X 
because there is no 
earental control�q 
Safer to get drunk at 
parties where friends 
can look after :iOU �D) 
Get drunker with 
people you don't know 
because of nervousness 
D) 
With parents at home X X X 
C 
Parents moderate X X 
Drinking(C) 
FGS FG6 
X X 
X 
X X 
x- X 
X X 
FGS FG6 
X X 
X 
X 
X 
X 
X X 
X X 
A table was then developed showing the number of male and female groups that 
identified each theme to facilitate comparisons and the discussion of common and 
different themes. These tables are reported in the result chapter. Table 5 reflects a 
section of the table developed from the question two summary matrix. 
Table 5 :  Where Young People D rink 
THEME 
At parties 
With earents who have a moderating effect on drinking 
Drink more at e,arties 
At l icensed e,remises but this is not common 
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MALE 
GROUPS 
6 
6 
5 
5 
FEMALE 
GROUPS 
6 
5 
2 
5 
The range of common and different response themes were then were reported for 
each question using illustrative quotes from respondents (R) that represented the 
consensus of responses. The following is a section from the description of common 
and different response themes for question two. 
Common Themes 
Both the boys and the girls groups identified similar issues regarding where young 
people tended to drink alcohol. The most common of these were: 
1) All of the boys and the girls groups identified parties as the main places where 
young people consumed alcohol. Additionally, five of the boys groups a,!ld one of the 
girls groups commented that young people consumed more alcohol at parties: 
R: If at a party when no adults are around you will drink more and get 
drunk. 
2) Five of the boys groups and four of the girls groups indicated that young people 
drank with parents and this moderated the amount that they consumed: 
R: Yeah like you have to-drink what you're parents offered you and 
your parents are controlling how much you have. 
Two of these groups of boys and all the girls groups identified home as the place 
where young people drank with their parents. In addition two groups of boys and 
two groups of girls suggested that parents moderated young people's drinking 
because they did not want to lose control in front of their parents: 
R :  Yeah you don't drink as much because you don't want to be stupid 
in front of your parents. 
Similarly one group of boys and three groups of girls commented that drinking with 
parents teaches young people how to drink safely. 
R: It's a good thing for young people to drink with their parents 
because you learn how to drink properly and don't abuse it when 
you're older. 
Different Themes 
The boys and the girls groups identified different issues regarding where young 
people consumed alcohol. The boys identified the following issues: 
1 )  Three groups indicated that some young people planned to get drunk at parties. 
One of these groups commented that getting drunk was sometimes just a consequence 
of having a good time: 
R: If you're having a good time you just keep on drinking and then 
you're pissed. 
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The girls identified the following issues: 
1) Four groups suggested that young people drank low alcohol drinks when drinking 
with parents: 
R:  You wouldn' t  drink nothing harsh at home with parents like spirits, 
just wine champagne whatever. 
One of these groups thought that not getting drunk in front of parents was important 
for young people because it would show the parents that they were responsible. 
This descriptive information was then used to provide interpretative -discussion for 
each question. This is reported in the results/discussion chapter. Th� information 
obtained from the teacher and health professionals' workshops was analysed in a 
similar manner. To increase the reliability of the analysis a colleague of the 
researcher, experienced in qualitative research method, read and edited every step of 
the analysis for each focus group question. This process was also used in the 
analysis of the information obtained from the teacher and health professionals' 
workshops. When differences in interpretation occurred the transcriptions were re­
examined and interpretations reviewed until agreement was achieved. 
Phase 4: Process Evaluation and Refining the Curriculum 
The teacher and student process evaluation sheets were reviewed along with the 
findings from the evaluation workshop. The teacher and student process evaluation 
sheets were analysed according to level of completion of each activity, whether each 
activity was liked or disliked, whether each activity should be retained, modified or 
deleted. A list of suggested modifications was recorded. The evaluation workshop 
assessed the curriculum according to content, methods, relevance to the target group, 
timing and training. In addition the process evaluation forms were reviewed. 
Recommendations for modifications that reflected a consensus of teacher and student 
comments and are consistent with the evidence-based features have been incorporated 
into the curriculum. 
ETHICAL CONSIDERATIONS 
Ethics approval was granted from Edith Cowan University. 
Student participation in the focus groups and piloting of the curriculum was on a 
voluntary basis involving informed consent by both student and parents (Appendix 
3 ,4, 5 and 6). Participation by teachers and health professionals was on a voluntary 
basis and involved informed consent. In addition, school principals provided 
permission for their students and teachers to be involved in the study. 
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For informed consent to occur all subjects were presented with sufficient information 
regarding the study's purpose, benefits, risks, duration, procedures and alternatives 
in a way that was easy to understand and avoided legal or scientific jargon. Subjects 
were made aware that they had the option of not participating in the study. In addition 
subjects were informed that they had the right to withdraw from the study at any time 
and could decline to answer specific questions. Subjects were made aware that they 
had access to the transcriptions of the focus groups and to any findings of the 
research. 
The subjects were informed about issues concerning confidentiality o( the personal 
information collected during the study. All individual results were confidential. 
Administration documents relating to recruitment and focus group organisation, 
which may document names of participants, were shredded on completion of the 
focus groups and could not be linked to results. All physical and electronic data was 
held in locked storage. 
,. 
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CHAPTER 4 
RESULTS AND DISCUSSION 
The results in this chapter are presented in four sub-sections relating to the process 
of developing the curriculum during this study. Each sub-section incorporates a 
discussion relating to the findings r.ather than the more conventional feporting of all 
results followed by a discussion chapter. This approach has been adopts:d due to the 
volume of material to be presented, thereby making it easier for the reader to relate 
pertinent results to the discussion (Loxley, 1995). The first sub-section reports the 
findings from the focus group interviews conducted with year twelve students. The 
second sub-section presents the results of the workshops conducted with current 
health education teachers and health professionals. The third sub-section reports 
how the findings from the students, the .teachers and health professionals have been 
incorporated into the curriculum. The results of piloting the curriculum are reported 
in the fourth sub-section including the findings from the process evaluation of the 
curriculum conducted with pilot students and teachers and the evaluation workshop 
conducted with pilot teachers. 
FINDINGS FROM THE FOCUS GROUPS 
This section presents students' perception of alcohol-related issues, alcohol-related 
harms, harm reduction strategies used by young people and education approaches 
likely to be effective with young people. In the focus groups students were 
generally keen to express their opinions about alcohol and issues associated with its 
use by young people. They were remarkably consistent in many of the issues they 
identified as being of concern to them, the most common of these are reported in 
this section. Many of the themes that emerged from the student responses were 
common to both the male and female respondents' . These have been reported as 
common themes. Other themes that emerged were gender specific and have been 
reported as different themes. When quotes have been used to further illustrate a 
theme, the respondent is identified as R. 
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Summary tables from each discussion question have been included. These tables 
reflect the number of male and female groups that identified each theme and 
provide a quick reference point for comparisons between males and females. 
However, the discussion of the common and different themes that were identified 
for each question provides the most comprehensive interpretation of the descriptive 
information obtained from students. 
Young Peoples' Thm1ghts about Drinki!!g Alcohol 
... 
The students were asked, "what are your thoughts about young people-your age 
drinking alcohol?" During the discussion the following prompts were given to 
further explore this issue: 
Do you think it's ok? Why? 
Do any of you have any problems with young people your age drinking? 
Why? 
Why do young people your age choose to drink/ not drink? 
What do you think about these reasons? Are they OK/ not OK? Why/ Why 
not? 
Table 6 reflects the number of male and female groups that identified each theme 
regarding young peoples' thoughts about drinking alcohol and why young people 
drink. 
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Table 6: General Thoughts about Drinking 
THEME 
Its okay for young people to drink 
Its okay in moderation 
Its okay as long as you stay in control 
Its okay depending on social situation (special occasions and 
celebrations) 
Its not okay to drink as a way of coping with problems 
It ha�ns 
Some young people drink a lot 
Most young people don't drink by themselv.es 
Its okay depending on who you are with 
Who you drink with can cause problems 
Drink more with friends and get out of control, especially at parties 
Drinking can cause violence 
Not okay to binge drink 
No problem with getting drunk 
Some young people drink by themselves to be cool, might come 
from alcoholic families or because they have a problem they are 
trying to forget or work out and to relax 
Drinking is i l legal and that may cause problems 
Drinking can cause family problems 
Drink for social reasons 
Drink to have fun/ a good time 
,. 
Drink because of peer pressure, to join in with friends 
Drink to make you more relaxed 
It's their choice not to drink and that's cool 
It's okay not to drink if have a valid reason 
Drink to rebel against parents 
Drink after s.e_ort 
Problems with e_eers if don't drink 
Most young people who don't drink are geeks 
Its not common to drink in my country (overseas) 
Some young people don't drink because can't access it 
Experience teaches you how much you can drink and stay in control 
Its okay if not too young ( 1 2  too young) 
By 1 5  you 're old enough to decide whether to drink or not 
When its legal to drink there's no challenge 
Young people drink at parties 
More pressure to drink when younger 
Guys under more pressure to drink than girls 
Don't drink due to religion 
Don't drink because seen the effects of alcoholism 
Don't drink because you might be driving 
Don't drink because don't like it 
Don't drink because don't want to and don't like the effects 
Don't drink because using other drugs 
Common Themes 
MALE 
GROUPS 
5 
5 
5 
3 
3 
2 
2 
2 
2 
2 
2 
2 
6 
6 
4 
4 
4 
2 
FEMALE 
GROUPS 
4 
3 
4 
2 
4 
4 
4 
2 
4 
3 
I 
The majority of young people involved in these focus groups indicated that 
drinking alcohol was commonplace and that for most, drinking in moderation was 
the desired behaviour: 
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R:  When you were younger maybe you had different opinions about things 
like whether it was right or wrong but now its such a usual thing you just 
come to accept it and I don't really think anything in particular. 
R: It depends because some people drink and totally get smashed and there 
is no point to it because you don't remember what you actually do and you 
vomit and you don't have a good time in the end. If you drink it not to 
excess then it's okay. 
For the majority of these yo.ung people, drinkin_g in moderation meant not losing 
control. It did not necessarily mean not getting drunk. They acknowleaged that 
often it was difficult to find the line between drinking and having fun and then 
losing control: 
R :  The best memories are when you're drunk. 
R: Sometimes it was hard to know where the line is between being happy 
and really pissed. 
R :  The problem is that when you start getting pissed you have the urge to 
drink more, so you don't know where that line is. It might taste like crap but 
you can't tell. 
Knowledge of their own tolerance to alcohol and the consequences of their alcohol 
use, particularly loss of control, was identified as a major concern by the majority 
of students. They indicated that previous drinking experience was the most 
effective method of determining their tolerance to alcohol and how much alcohol 
could be consumed without losing control: 
R: Yeah it's a way to learn the effects, like if they haven' t done it before 
they might get drunk for the first time and just get in a car and smash it. You 
learn the effects by experimenting. 
When prompted about why young people drank alcohol, the majority agreed that 
young people drank alcohol to have fun, to relax, to socialise and join in with their 
friends: 
R: No, they just do it for fun, to have a good time. 
R: Its harder to socialise without alcohol because you open up more after 
you've had a few drinks. 
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R: To relax at parties and stuff. You might be uptight around people you 
don't know and if you drink you sort of relax and can talk more. 
Although the majority of students acknowledged that peer pressure influenced 
young peoples' decisions about drinking, this influence was more to join in with 
friends and have fun than to force them to drink if they didn't want to. In addition, 
they felt that peer pressure may have been the reason why some young people 
would try alcohol but after the initial episode, social reasons for drinking would 
.. -
predominate: 
R: It's a choice thing but if all your mates are drinking it's highly unlikely 
that you won't but they're not pressuring you to. 
R: Maybe they might try it because someone tells them to but once they've 
tried it becomes they're decision. Like to have a good time, loosen up and 
socialise. 
R: No one forces you to drink,'like you drink to be with your friends but 
peer pressure isn't a big deal. 
The majority of students commented that it was okay for young people to choose 
not to drink and that there was less pressure on young people of their age to drink 
now than when they were younger: 
R: Its not uncool not to drink. 
R: You pretty much do your own thing. I think when we were younger it 
might have been a bit more oh come on, come and drink with us, but now its 
like you do your own thing. If you don't want to it doesn't matter. 
Some students indicated that young people might drink as a way of coping with or 
escaping from problems and pressures and they felt this was not a good reason to 
drink: 
R: Sometimes they do it like to escape from their problems that they may 
have. I had a friend that always used to drink because of that, not for the 
taste, he'd drank to get rid of his problems. 
Many students acknowledged that some young people might drink alone if they 
were experiencing problems, but agreed that it was rare. 
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Different Themes 
Some of the males indicated that young people drank with their parent' s 
permission, often drank with their parents and that their parents provided them with 
alcohol to take to parties. They felt this had a moderating effect on young peoples' 
drinking: 
R: Yeah that way they know how much you drinking, like my parents will 
buy it for me and its not enough to get me smashed but a least they know 
how much I've got. 
R: I started drinking with my parents when I was quite young an·d I know 
how to drink now and I can control myself but I can also get absolutely 
blotto if I want. 
In addition many of the males indicated that some young people consume a lot of 
alcohol, suggesting that most young people did not stay in control when they drank 
alcohol, especially when drinking with mates at parties: 
R: They might start out thinking that they're not going over the top and stay 
in control but when they get with their mates it just happens . ... It happens a 
lot at parties. 
Some males also thought that who young people drank with could cause problems 
and young people needed to be very careful in choosing whom they invited to their 
home or risk it getting "trashed". Similarly, some males indicated that violence 
could occur as a consequence of young people drinking alcohol, one group 
commenting that violence occurs at parties: 
R: Like at a party if nothing is happening and one person gets agro, 
everyone just jumps in. 
Some of the females indicated that it was not okay for young people under the age 
of 10 to 12  to consume alcohol: 
R :  It depends how long you've been drinking but I don't think its alright to 
drink when like 12 year olds are drinking . . . .  Some 10 year olds are drinking 
and that's pretty bad. 
In addition, they suggested that by the time a young person was 15 they were old 
enough to make their own decisions about alcohol and that by the time young 
people turned 18, they were used to drinking: 
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R: At 15 they're old enough to realise what it does then and if they do it, its 
there own fault if anything happens. 
R: There's no challenge because you're allowed to drink. 
Where Young People Drink Alcohol 
The students were asked where do young people your age tend to drink alcohol? The 
following prompts were given to further explore this issue: 
Anywhere else? 
Is the drinking different depending where it is done? Why? ,. 
Do young people drink with different people depending on where it is 
done? Why? 
Does this affect the type of drinking? 
Table 7 reflects the number of male and female groups that identified each theme 
regarding where young people drink alcohol. 
57 
Table 7: Where Young People Drink 
THEME 
At parties 
With parents who have a moderating effect on drinking 
Drink more at e_arties 
At licensed e_remises but this is not common 
Drinking at licensed premised in controlled 
At friends houses 
Parks 
Harder to have a good time if not drinking 
Not everyone drinks at parties 
Some plan to get drunk at parties 
Drink wherever the alcohol is 
The more alcohol there is the more _you drink 
It can be hard to get in to licensed premises 
It is easier to get into clubs than clubs 
Once �et into clubs no-one asks for identification 
With older siblings 
With e_arents at home 
Drinking alcohol enhances socialisation 
Drink more with �le of own sex 
Girls moderate drinking 
Drink mainl_y where access to alcohol is not controlled 
Street parties are bad because people get out of control 
Hard to get into parties if you don' t  drink 
Lots of people don't drink at parties and they have a good time 
No problem getting into licensed premises 
Take other drugs at clubs 
Parties are BYO so don't have to worry about cost once you're there 
Entrance to a club depends on how many people are in the club 
Getting drunk unplanned-a consequence of having a good time 
Get drunk at school ball to have a better time 
If get out of control don't have a good time 
Drink less alcoholic drinks with .e.arents 
Drinking at home with parents teaches you how to drink more safely 
Don't want to lose control in front of .e.arents 
Can be dangerous to get drunk at clubs 
Drinking at clubs can be expensive 
Go to licensed premises with parents, older siblings or older friends 
People go to clubs to dance not get drunk 
Drugs available at raves 
Common Themes 
MALE FEMALE 
GROUPS GROUPS 
6 6 
6 5 
5 2 
5 5 
4 3 
3 4 
3 I 
1 I 
2 2 
3 
2 
2 
2 3 
2 
2 
2 
2 4 
2 4 
4 
3 
2 
2 
2 
3 
Parties were identified by all students as the main place where young people their 
age, consumed alcohol. They agreed that more alcohol was consumed at parties 
where there was no adult supervision than in other settings and that some young 
people tended to drink to excess: 
R :  If at a party when no adults are around you will drink more and get 
drunk. 
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Although some boys indicated that getting drunk was the intended behaviour, 
others felt that it was a consequence of being at a party, drinking with their friends: 
R: They might start out thinking that they're not going over the top and stay 
in control but when they get with their mates it just happens . ... It happens a 
lot at parties. 
R: Getting pissed is not the sole aim, it's to go out and have a good night 
with your mates but you usually do get pissed. ... 
Many students acknowledge� that ·not everyone �t parties drank alcohol and while 
some thought it would be difficult for young people to have a good time it a party 
without drinking others disagreed: 
R: There are a lot of people who don't drink at parties but you assume that 
they do because they're there and they're having a good time. 
R: If I'm not drinking I love going to a party and watching people making 
idiots of themselves. I enjoy it and I get in there and have a great time and 
everyone assumes that I'm drinking and assumes that glass there is mine and 
I have such a good time and I can remember and I can get up in the morning 
and go to work and they're still on the floor. 
At home with parents was repeatedly identified as a place where young people 
consumed alcohol. Many students indicated that this moderated young people's 
drinking because they did not want to lose control in front of their parents. In 
addition they felt that having parents supply young people' s alcohol had a 
moderating effect on their drinking. Similarly, they indicated that drinking with 
parents tended to demystify alcohol and taught young people how to drink safely 
and discover their limits: 
R: Yeah like you have to drink what your parents offered you and you're 
parents are controlling how much you have. 
R: Yeah you don't drink as much because you don't want to be stupid in 
front of your parents. 
R: Yeah that way they know how much you drinking, like my parents will 
buy it for me and its not enough to get me smashed but a least they know 
how much I've got. 
R: It's a good thing for young people to drink with their parents because you 
learn how to drink properly and don't abuse it when you're older. 
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R: The way my dad sees it is that he doesn't want me going out on my 18th 
birthday and never having had a drink and go and get smashed and not 
know what the hells gone on. So he goes try this, try this, try this. Whatever 
he brings home. 
Licensed premises were also identified as venues where some young people 
consumed alcohol. It was acknowledged that it could be difficult for young people - -
who were under 18 to gain entrance to licensed premises but once inside it was rare 
to be asked for identification. It was generally agreed that young people arank less 
at licensed premises due to cost and that they wanted to remain inconspicuous: 
R: It depends on how many are there, if there's hardly anyone there they 
will let you in but if its crowded they are going to ask you. 
R: Yeah like once you're in no-ones going to ask you for ID. 
R: Drinking at clubs is more controlled because it's more public, you don't 
want to get kicked out and the guys behind the bar control what you drink. 
The majority of students indicated that they drank where their friends were and it 
was a social experience. Parks and friends' houses were also identified as places 
where young people consumed alcohol. 
Different Themes 
Some males suggested that young people drank alcohol wherever there was access 
to it and that the more alcohol available, the more young people would drink. 
Additionally, they commented that young people consumed alcohol mainly where 
other people did not control access to it. They thought that young people drank 
more alcohol with the people of their own sex and that drinking with girls would 
have a moderating effect on the drinking of young males. Other males indicated 
that young people consumed alcohol with older siblings, suggesting that this could 
take the form of a competition to see who could "last the longest". Some males 
identified before the school ball as a time when some young people might consume 
alcohol in order to "have a better time". 
The majority of girls indicated that when they drank alcohol at friends' houses it 
was to experiment with new drinks, commenting that they did not get drunk. They 
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also suggested that young people went to licensed premises with parents, older 
siblings or older friends. They thought that it could be dangerous for young people 
to drink too much at clubs and that it was safer to get drunk at parties: 
R: If you get drunk at a nightclub you don't really know the others but if you 
get drunk at a party you're with your friends and you know you're safe. 
Others agreed that that being with friends at parties was important in case a young 
person got drunk, " . . . .  'cos you get someone to look after you." Th�s! girls also felt 
that if a young person wasn't with· friends they wight drink more to increase their 
confidence: 
R: If you're with people you know you might get a little drunk and have fun 
but if you're with people you don't know you might get really nervous and 
get really drunk. 
The Amount of Alcohol Consumed by Young People 
The students were asked, "how much alcohol do young people your age drink?" 
The following prompts were given to further explore this issue: 
Does it vary? Why? 
Does the place of drinking influence how much is drunk? How? 
Does who you're with influence how much is drunk? How? 
Do young people drink more or less if no parents are present? How? 
Do young people drink with parents? When? Does this affect how much is 
drunk? 
Do young people your age drink alone? Why? How much? 
Does the reason for drinking influence how much is drunk? How? 
Table 8 reflects the number of male and female groups that identified each theme 
regarding how much alcohol young people drink. 
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Table 8: How Much Young People Drink 
MALE THEME 
GROUPS 
Depends on who you are with (Drink less with parents) 5 
Depends on the setting (more at parties) 4 
Depends on how much money there is 5 
Depends on the person 4 
Don 't always plan to get drunk 4 
Depends on how the person is feeling, if they want to get drunk and 4 
how drunk they want to be 
De_p_ends on how much is available 4 
Enou�et drunk 3 
Plan to get drunk at parties - 3 
One bottle of s_p_irits 3 
One carton of beer 
Share, ie halves in a carton 
Depends on previous experience 
Drink as much as you can handle 
Not many drink alone 
Might drink alone because of problems 
Its okay not to drink at parties 
Do other dru�arties 
Depends on what is happening the next day 
Have a better time if not totally drunk ' 
Some people are out of control when really drunk but some people can 
be really drunk but remain in control 
Sometimes hard to find the l ine between ha.P_.P.Y and drunk 
Drink more with people you know 
Safer to drink with friends 
Drink less with people you don't know 
First drink, only a little at home or at a celebration 
Depends on the type of party 
Own parents moderate drinking more than other peoples parents 
Common Themes 
2 
2 
2 
2 
2 
2 
2 
FEMALE 
GROUPS 
6 
6 
2 
3 
3 
2 
2 
3 
- 3 
5 
4 
2 
The quantity of alcohol young people consumed in one episode was dependent on a 
number of inter-related factors. The consensus of opinion was that young people 
would drink more if they were with friends at an unsupervised party than if they 
were with parents or other adults : 
R :  If peoples' parents are out of town and you go to a party its like lets all 
get pissed. 
R:  It mainly happens in bursts. Like it mainly happens at parties and 
sometimes they're not often and sometimes they are. 
R: You don't want to show your parents that you drink lots. 
R :  Yeah because they won't let you go out because they will think you will 
drink even more when you go out. 
R: Getting drunk in front of your parents is just too weird. 
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In addition the amount of alcohol consumed depended on how the person was 
feeling, whether the person wanted to get drunk and then what level of intoxication 
the person wanted to achieve: 
R: Depends how you are feeling, you might not feel like drinking that much 
so you won't or you might just want to get really drunk so you'll drink 
heaps. 
R: And there are different level of being drunk like some want to be out of it 
and others just want to be happy so that takes different amounts. 
Although many indicated that young people planned to get drunk and consequently 
drank enough alcohol to "get drunk", others commented that young people didn't  
al  ways plan to get drunk. 
Availability in terms of how much money, the type and amount of alcohol also 
determined how much young people would consume: 
R: If you've got $30.00 you'll buy a bottle for yourself but if you've only got 
$ 15.00 then you might have to go halves with someone. 
R: Or other times you might take drinks with you and you get there and 
drink all your drinks and then drink other peoples. 
R: I'll limit myself like pre-mixing my drinks before I get there. Like instead 
of bringing along a bottle of Jim Beam, you bring along half a bottle mixed 
already and that's all you'll have because that's all you've got. 
Many commented that young people consumed enough alcohol to get drunk, 
identifying a half to a full bottle of spirits as the amount of alcohol young people 
might consume. They also indicated that young people shared alcohol, specifying, 
"going halves in a carton." 
R: Most young people don't drink like adults just to have a couple, most 
young people drink to get intoxicated. 
R: So it depends on how much it takes to get drunk. 
Different Themes 
The majority of males indicated that the amount of alcohol consumed by young 
people was dependent on the person and their tolerance to alcohol. They indicated 
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that tolerance was influenced by previous drinking experience and this in could 
influence the amount of alcohol young people might drink: 
R: Depends, like I think its biological because some people can like get 
smashed on two beers and others can drink like a bottle of vodka. 
R :  It also depends on the persons previous experience because if you don't 
know how much you need to get to certain level then you won't know how 
much to drink. - --
R:  They drink as much as they could handle. 
,. 
Some of the girls thought that young people drank more when with others that they 
''know and trust" suggesting that young people drank less alcohol when in the 
company of people they didn't know very well: 
R: They could take advantage of you if you don't know them. 
R:  If you trust people you know they're not going to do that so you're going 
to drink more. 
In addition, some girls indicated that the type of party influenced that amount of 
alcohol that young people would drink: 
R :  If it's a really good party you just keep drinking and drinking but if it's 
not that good you go easy. 
They also thought that a young person would be more likely to moderate their 
drinking at a party if their own parents were present but other peoples' parents 
wouldn't necessarily have the same influence. 
How Often Young People Drink Alcohol 
The students were asked, "how often do young people your age drink alcohol?" The 
following prompts were given to further explore this issue: 
Does it vary? Why? 
Does the reason for drinking influence how often young people drink? 
How? 
Does who you're with influence how often young people drink? How? 
Table 9 reflects the number of male and female groups that identified each theme 
regarding how often young people drink alcohol. 
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Table 9: How Often Young People Drink 
THEME 
Depends on how often the parties are 
Mainlr on the weekends 
Between weekly to monthly 
Depends on who you hang out with 
Depends on what other commitments you have 
Depends on what you do i .e . ,  whether you go out or not 
Depends on availability and opportunity 
Depends if you need to drink to have a good time 
Don't drink very often with parents 
Drink more often on holidars 
Every weekend you'd have a drink but not a full on party 
Not often by_xourself 
With parent on special occasions 
Not very often at licensed premises 
At parties every weekend 
Drink wine at dinner with .e.arents 
Drinking with parents is good because it takes the curiosity away 
Not all .e.arents wil l  al low children to drink 
Common Themes ,r 
MALE FEMALE 
GROUPS GROUPS 
5 3 
5 3 
4 3 
4 4 
4 
3 
- . ..-
.,. 
The majority of young people commented that they tended to consume alcohol 
between once a week to once a month, generally on the weekend, depending on 
opportunity. Opportunity was mainly determined by who the young people were 
friends with and when the parties were held: 
R: Depends what type of group you hang around with. Like some people 
might go out every weekend and their aim would be to get drunk and some 
groups might just like when you're at a party you'd drink. 
R: And some groups never or hardly ever. 
Different Themes 
The majority of boys suggested that how often young people drank was influenced 
by what other commitments they had: 
R: Not on school nights because too hard to come to school the next day. 
Where Young People Access Alcohol 
The students were asked, "where do young people your age get their alcohol?" The 
following prompts were given to further explore this issue: 
Do young people experience any problems getting alcohol? Why/ Why not? 
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Table 10 reflects the number of male and female groups that identified each theme 
regarding were young people access alcohol. 
Table 10: Where Young People Get Their Alcohol 
THEME 
No problem in accessing alcohol 
Bu)'._ alcohol themselves 
Older siblings 
Older friends 
Parents 
Parents restrict the amount 
Strangers (when younger) 
Sometimes difficult to buy alcohol yourself 
Not .e.arents 
Parents teach you how to drink safely 
Law some what restricts buying it yourself 
Harder to access alcohol when �er 
If could access more then would drink more 
Ask stranger if desperate 
Sometimes difficult to buy alcohol yourself 
Harder to get when younger 
Common Themes 
MALE FEMALE 
GROUPS GROUPS 
6 4 
6 5 
6 - ... 3 
6 5 
4 3 
2 2 
2 4 
2 
When asked where young people accessed their alcohol the majority indicated that 
they bought it themselves. They agreed that alcohol was easy to get with many 
bottle shops not asking for identification: 
R: You can always find a bottle shop that will serve you. 
R: Not a problem. You know the bottle shops that will give it to you and the 
ones that will ask for ID. 
In addition the majority identified older friends and siblings as sources of alcohol. 
Although they acknowledged that at times parents supplied young people with 
alcohol, this was not the preferred option as it moderated the amount of alcohol 
available: 
R: Unlikely to get what or as much as you want with parents. 
R: My parents buy it for me because they like to know what I'm drinking. 
What quantity and stuff? 
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Some students suggested that young people accessed alcohol from strangers buying 
it for them although indicating that this practice was more common for younger 
adolescents: 
R: Some younger people like in year 10 or 9 go up to people in the car park. 
Some are really nice and will buy it and others just say get away from here. 
Some girls commented that young people only coerced strangers to buy alcohol for 
them if they were, "desperate" and it was seen as, "uncool". -. --
Different Themes 
Some of the boys indicated that if there were no restrictions on young people 
regarding access to alcohol, young people would consume more. They suggested 
parents provided more restrictions than the law and if these restrictions were not in 
place young people would consume more alcohol. They also felt that it was 
important that parents teach young people how to drink safely: 
R: As far as restrictions go I think the biggest restrictions are parents. If my 
parents weren't there I'd drink a lot more c'os you can easily get it and just 
have it there and not have to conceal it. 
R: Parents may not like it and say well my kids don't drink but the reality is 
that most do. If they introduced alcohol to their kids when they thought they 
were ready, just slowly and gradually, let them have a few drinks here and 
there, a couple of beers, not a sip of champagne and take it away, there 
won't be that sudden urge to go out and get blind behind there parents' back. 
That's when the trouble starts when kids go too far and can't control it. 
Harms Experienced by Young People Due to Their Own Use of Alcohol 
The students were asked, "what sorts of harms or problems do young people your 
age experience due to their drinking?" The following prompts were given to further 
explore this issue: 
Do the harms differ depending on the place of drinking? How? 
Do the harms differ depending on the amount drunk? How? 
Do the harms differ depending on the reason for drinking? How? 
Do the harms differ depending on whom you're drinking with? How? 
Are there problems with getting home? 
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Does experiencing harms affect drinking the next time? Why/Why not? 
How? 
Table 11 reflects the number of male and female groups that identified each theme 
regarding the harms young people experience due to their own use of alcohol. 
Table 1 1 :  Alcohol-related Harms Experienced by Young People 
THEME 
Vomiting 
Fighting 
Physical fights not that common 
Losing control 
Most don't drink and drive 
Some drink and drive 
Drinking and driving could kill or injure someone else 
Getting in a car with drunk driver 
Difficult to tell if driver is drunk 
Passing out .,. 
Memo!)'. loss 
Memory loss isn't a big problem 
Injuring yourself 
Break own and other peoples' possessions 
Previous bad experience due to drinking too much may modify 
future drinking 
Get talked about the next da.Y_ 
Previous bad experience due to drinking too much will not modify 
future drinking_ 
Say and do things you regret 
Verbal disagreements 
Others �ou a hard time about drunken behaviour 
Gu.Y_s drink bourbon or beer 
Problems with e_arents 
Crime 
Riots 
The more you drink the more harms you experience 
Stomach pumped 
De.e_ression 
Liver damage 
Dama�utation 
Lose driver's license 
Most harms aren't big_problems 
Insults 
Drinking too often can make you dependent 
Parents worry about getting you home safely 
The harms depend on the type of party 
Problems with girl/boyfriend 
Problems with friends 
Embarrassment 
Ex�rience more harms if not with friends 
The more you drink the more harms you experience 
You make bad decisions which can result in people taking advantage 
of vou 
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MALE 
GROUPS 
6 
6 
3 
5 
5 
3 
2 
2 
2 
4 
5 
2 
3 
4 
3 
3 
2 
2 
2 
2 
2 
2 
FEMALE 
,GROUPS 
4 
2 
5 
4 
4 
2 
3 
3 
3 
4 
3 
3 
2 
Accepting l ifts from strangers 
Don't care about p_ossible risks at the time 
Do thin.1£l..10U wouldn't do if sober 
Can t!)'_ to commit suicide 
Problems with friends 
Emotional p_roblems 
Health p_roblems 
Social p_roblems 
Who you're with, where you are and how you handle alcohol will 
determine the harms you experience 
Experience less harms when drinking with parents 
Say things you don't mean 
Can kil l brain cells 
Can affect school work 
Walking home can be dangerous 
Drink more with older �le 
Common Themes 
2 
3 
3 
2 
When asked about general harms that young people might experience due to their 
own use of alcohol they all agreed that loss of control was a concern. Loss of 
control included behaving in silly ways., vomiting, memory loss and passing out: 
R: Doing stupid things, because you don't have control over what you are 
doing. 
R: My best friend who went to a party got really, really drunk and went 
home with a guy she didn't know or anything and she was like really 
stressed. She had to have like all these different tests and stuff. She didn't 
know what he did to her. She didn't know if anything had happened to her, 
if it happened. Well she thinks she had sex but she's not sure. 
R: Yeah that can be a problem because your friends tease you and say you 
did that and you go, 'No I didn't.' So you've got to go and ask people and 
some say you did this and others say you did that and you �o. 
Violence was also identified by many students as a harm that could result from 
alcohol use although some males indicated that fights were rare. 
Although the students interviewed indicated that the majority of young people don't 
drink and drive because, "its really pumped into us not to", they were concerned 
that some young people did drink and drive. In addition some indicated that young 
people sometimes got into cars with other intoxicated people and a driver who had 
been drinking. They acknowledged that although young people knew the dangers 
69 
f" 
� 
t 
� 
I 
inherent in drinking and driving, it was often difficult to determine if a driver was 
affected by alcohol and at times they didn't care: 
R: I know someone who organised to stay at someone' s  house but he didn't 
and drove home with a guy that was totally drunk - apparently they nearly 
had a crash but luckily t�ey didn't. 
R: I think that they didn't tell me that they were drunk actually and they've 
had accidents, like running over rabbits and cats and crashe!1 jnto a tree and 
like you don't really care, like I didn't care..then. 
The few students who had their driver' s  license indicated that at times, �driving gave 
young people an excuse not to drink: 
R: Having my license gives me an excuse not to drink. 
R: I've found that the amount I drink has gone right down since I've been 
driving because I drive everyone else around. Like everyone else gets 
smashed but I can't because I'm the driver. It's hard but I'm getting used to it 
now. 
Many students suggested that young people might say or do things they later 
regretted because_of their alcohol use. They indicated that young people do things 
when affected by alcohol that they wouldn't do if they were sober. Some students 
suggested that if young people had experienced harms previously, this might 
modify their drinking identifying vomiting and being taken advantage of as 
particular harms that may influence what or how much they may drink at the next 
occasion: 
R: Yeah like green ginger wine or passion pop.  The cheap stuff and every 
time you look at it , it makes you feel sick. 
However, this was not the consensus of opinion and others thought that a previous 
bad experience would not have any effect on young people's future drinking. They 
thought that both whom young people were with and where they were influenced 
the types and severity of harms experienced: 
R: Ultimately where you are and who you're with affects how much you 
drink and in the end that ' s  what it comes down to, how you respond to how 
much alcohol you've had. 
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Different Themes 
The majority of boys identified accidentally injuring themselves as a harm that 
young people might experience : 
R: Harm yourself, like falling over, like into rose bushes and stuff and the 
next day waking up with cuts and bruises. 
Some boys commented that memory loss wasn't a big problem for_young people 
because, "People at the party will tell you what y_ou've done anyway and I think its 
quite fun trying to remember what you've done." Other boys questioned the severity 
of these harms, stating, "Most of the problems aren't that big a deal though" 
Very few of the young people interviewed identified long term health concerns, 
however a few boys indicated that young people might experience health harms 
such as liver damage, brain damage and having your stomach pumped because of 
their alcohol use. These same students also identified emotional problems such as 
depression and possible dependency as harms that young people might experience 
due to alcohol use. A further two groups of girls indicated that young people 
affected by alcohol might try to commit suicide. 
Many of the girls were concerned about the embarrassment they suffered due to 
their behaviour when affected by alcohol. They also indicated they got into cars 
with others who had been drinking and a driver who was intoxicated. Some girls 
suggested that when young people are affected by alcohol they don't care about the 
possible consequences of their decisions and behaviour. They indicated that 
drinking alcohol could affect the ability of young people to make safe decisions: 
R: There are problems caused by not thinking clearly and you can't make 
proper decisions and people take advantage of you and you do things that 
you just wouldn't normally do if you were thinking rationally. 
Many of the girls also suggested that young people experienced more harms if they 
were not with friends: 
R: More bad things happen if your drinking with people you don't know. 
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Gender Specific Harms Experienced by Young People Due to Their 
Own Use of Alcohol 
The students were asked are there harms specific to your sex? The following 
prompts were given to further explore this issue: 
Are there harms specifi� to the opposite sex? Do these differ depending on 
setting, amount drunk and reason for drinking? 
. 
Table 12 reflects the number of male and femal4roups that identified each theme 
regarding gender specific harms experienced by young people due to their own use 
of alcohol. 
Table 12: Gender Specific Harms 
THEME 
Guys get more aggressive 
Girls getting taken advantage of sexually , 
Undesirable consequences for girls of being of taken advantage of by 
an intoxicated male 
Verbal Abuse 
Being drunk is no excuse for being taken advantage of 
Guys think poorly of girls being taken advantage of 
Girls get emotional 
Girls can't drink as much as guys, get drunk quicker 
Girls try to drink the same as guys and get drunker and get out of 
control 
Girls have more verbal fights with their friends 
Girls tell secrets they later regret 
Guys think they have to prove themselves 
Guys don't think of the consequences of unprotected sex because they 
don't have to deal with them as much as girls 
Guys don't respect girls 
Friends will prevent girls being taken advantage of 
Girls' reputation can be damaged (sex enhances guys reputation) 
Girls get with "wrong" guy 
Girls can get raped 
Girls take more care of their reeutation 
Girls stat in control more 
Guys drink more and get drunker 
Common Themes 
MALE FEMALE 
GROUPS GROUPS 
4 6 
5 5 
5 3 
5 
I 1 
4 
6 
5 
4 
4 
2 
4 
3 
2 
4 
3 
3 
2 
1 
I 
2 
Both the boys and the girls agreed that young women could get taken advantage of 
sexually when affected by alcohol: 
R: It sounds a bit sexist but the guys are going to be a lot more ready to take 
advantage of a drunk girl. 
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R: If you're drunk it makes it a lot more easier to go along with - it's hard to 
say no. 
Generally, this was viewed negatively by both groups. They acknowledged that it 
was rare, but it did happen and the girls thought it was more likely to occur if the 
girl did not know the boy and i� she was not with friends who could look after her : 
R: In my group of friends if anyone did anything that was pretty sleazy 
they'd cop-it. 
R: But it's wrong. Its moraliy wrong for the guy to even ask the girl if she's 
under the influence. 
R:  I mean your friends see you and they know if you're sort of want to be 
with that person or not and they'll save you. 
R: It depends like if you know the people most guys won't do stuff like that. 
If it 's a guy you don't know he might take advantage of you if they don't 
know you. 
R: Yeah because they think they probably won't have see you again 
anyhow. If it 's someone you know you have to face them later. 
Some students were adamant that being drunk was no excuse for taking advantage 
of a girl or for a girl to be taken advantage of: 
R: But the guys use it as an excuse. I know what I'm doing when I'm totally 
off my face. I know if I'm having sex and if they use that as an excuse that's 
wrong because they know what they're doing. 
R: Even if you're blind drunk you sort of know what you're doing at the 
time. The next day you don't know but at the time you know fully what 's 
going on. 
In addition both the majority of boys and girls agreed that young males became 
more aggressive when affected by alcohol and although this aggression was mainly 
verbal it could result it physical violence: 
R: Mainly just mouthing off and a bit of pushing. 
R: People might tell you that someone had been saying stuff about you and 
you go up and start yelling and they might not have even said anything and 
you have a fight. 
Different Themes 
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The majority of boys indicated that the girls became emotional when affected by 
alcohol and they also tended to have verbal disagreements: 
R: And they hug each other and say, 'I love you. 
R: They get into more bitchy stuff and one ends up in tears. 
Some of the boys also suggest�d that girls try to drink the same amount of alcohol 
as the males and get drunker more quickly resulting in them getting more out of 
control. They indicated that this resulted in young females vomjtpg more than 
young males, suggesting that young males looked after the girls while they were 
vomiting: 
R :  Yeah and they can find themselves in difficult situations cos they're 
around the guys and often drink the same amount as the guys and go a little 
bit overboard. 
R: You have to look after the girls, you end up spending five hours of the 
party looking after them when they are vomiting . 
Many girls were concerned that young females were forced to deal more with the 
consequences of intoxicated sex than young males. These consequences included 
the risk of pregnancy and damage to their reputation: 
R: Girls have risks of getting pregnant and all that other stuff where guys 
can walk away from it and emotionally they may feel I shouldn't have done 
that but then they can walk away and say its not my problem. 
R: Guys are like heroes and stuff if they can get anything, girls straight 
away are sluts and stuff. 
They were also concerned that young females might make poor decisions and, "get 
with the wrong guy" when affected by alcohol. In addition they commented that 
young females could get raped when affected by alcohol: 
R: If they're like out of it - then you can just go no and then they will be like 
gone, but if they're aggressive then you can't fight them off if you're half 
drunk or something. 
Harms Caused by Someone Else's Use of Alcohol. 
The students were asked what sorts of harms are caused by other peoples' drinking? 
The following prompts were given to further explore this issue: 
How does this affect young people? 
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Do these harms differ according to the place, amount drunk and reason for 
drinking? 
Table 1 3  reflects the number of male and female groups that identified each theme 
regarding harms caused by other peoples' use of alcohol. 
Table 13: H�rms Caused by Other Peoples' Drinking 
THEME 
Girls getting taken advantage of sexually 
Undesirable consequences for a girls of being of taken advantage of 
bx an intoxicated male 
Violence 
In car with a driver affected bx alcohol 
Hard to tell if driver affected bx alcohol 
Domestic violence 
Trouble with ,e.olice due to others behaviour 
Victim of verbal abuse 
Consequences of having drunk people in a car (vomiting, distracting 
driver) , 
RelationshiE..£roblems with friends 
Trash xour house 
Having_ to look after drunk friends 
Girl's reputation is damaged due to being of taken advantage of by an 
intoxicated male 
Common Themes 
MALE 
GROUPS 
5 
5 
4 
2 
FEMALE 
GROUPS 
- 5 
5 
4 
2 
4 
3 
3 
The majority of students indicated that young females could be taken advantage of 
sexually by an intoxicated male. They suggested that this might result in 
undesirable consequences for the females such as emotional stress, unwanted 
pregnancies, sexually transmitted diseases and damaged reputation: 
R: A girl might like this guy and when he's drunk he might get with her and 
the next day just forget about her. 
R: And the girl just has to live with that. 
In addition, the majority of students identified violence as the major harm that 
young people might encounter due to someone else' s use of alcohol . The students 
suggested that young people could become victims of violence or unwillingly 
involved in physical fights because others, who were affected by alcohol, initiated 
the conflict: 
R: You can get pushed and drawn into fights. 
75 
Some students commented that getting into a car and receiving a lift from someone 
who was affected by alcohol could be a problem for young people. They suggested 
that at times it was difficult to tell if a driver was affected by alcohol and you had to 
trust them to tell you if they had been drinking. Conversely, some students 
indicated that a driver who h�d not been drinking might have to deal with the 
consequences of having drunk people in their car. These consequences included 
vomiting, distracting the driver, grabbing the steering wheel and, "!f your driving 
and not drinking everyone will get majorly drunk and expect you to drive them 
� home all over the place". 
In addition many suggested that young people might suffer verbal abuse in the form 
of insults, gossip and the spreading of rumours by others affected by alcohol. They 
were concerned that this may adversely affect a friendship: 
R :  Or they might say something about you and they might not mean it but 
because they're drunk they don't know what they're saying. 
Harm Reduction Strategies Used by Young People 
The students were asked what sorts of things do young people your age do to 
reduce the harms or problems caused by drinking? The following prompts were 
given to further explore this issue: 
What are some things that young people should do to reduce harm? 
Do young people think about doing things to reduce harm? Why/why not? 
Table 14 reflects the number of male and female groups that identified each theme 
regarding harm reduction strategies used by young people. 
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Table 14: Harms Reduction Strategies Used by Young People 
THEME 
Look after each other 
Many harm reduction strategies are unrealistic for young people 
Eat before you start drinking 
Slee.e over 
Plan how you are going to get home before you go 
Some don't eat so they will get drunk quicker 
Need 'real' food at .earties 
Drink water 
Drink water before � to bed 
S�our drinks 
Let parents know what you plan to do 
Walk home 
Designated driver 
Learn from previous experience 
Knock a friend out to prevent him getting into a fight 
Take them away to prevent them getting into a fight 
Get help if there is a big problem 
If there is a bad injury take them to hospital 
Get drunk quickly, stop drinking and sober up a bit before going home 
Sta.Y_ in control 
Know when to stoe 
Depends on the type of alcohol 
Depends on what your parents have taught you 
Depends on what your friends do 
Don't take as much alcohol with .x.ou 
Don't take a lot of money with you 
Girls should get a big boyfriend 
Girls should go with a male friend 
;-
Choose which party and who you are going with 
Pre mix half a bottle of spirits with mixer and only drink that 
Safer to drink with friends 
Plan how much you will drink before and stick to it 
Alternate alcoholic drinks with water 
Taxi 
Go home with friends 
Parents give l ifts 
If drink don't drive 
Hand your keys into the host and get them back in the morning 
Walk home the next da.Y_ 
More responsibil ities as you get older 
Common Themes 
MALE 
GROUPS 
6 
6 
5 
5 
4 
2 
2 
2 
2 -2 
2 
2 
2 
FEMALE 
GROUPS 
5 
6 
5 
4 
5 
3 
2 
- ,. 
4 
4 
When asked about strategies employed by young people to reduce the potential 
harms caused by drinking alcohol they all agreed that looking after your friends 
was the most realistic and commonly used harm reduction strategy. They indicated 
that someone in the group would drink less and look out for the others. This person 
varied from one event to the next depending on how everyone was feeling at the 
time: 
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R: Most of the time when you're with mates you just sort of look out for 
each other. 
R: Someone will always be pretty okay and make sure that others are okay. 
R: Yeah cos there's always going to be someone in the group who doesn't 
want to drink that much and they can help resolve any problems. 
R: And that person changes too, like it depends on how everyone is feeling 
and if one person isn't feeling too good they won't drink as gmch and look 
after everyone else. 
The majority indicated that apart from eating food before drinking alcohol, many 
harm reduction strategies were unrealistic for young people and although they knew 
about spacing drinks and drinking non-alcoholic alternatives it was not likely that 
young people would implement these strategies. In addition, some groups suggested 
that some young people not only took no notice of harm reduction strategies but 
also did the opposite in order to get intoxicated quicker: 
R: We know these are things that you should do but that's not necessarily 
the thing that we do. 
R: Young people don't really think about reducing harms. Maybe they think 
about how to get home safely, that's about it. They never think about I have 
to drink water. 
R: The only reason I eat is that I didn't once and I was so sick and I felt 
absolutely shocking and I don't want to do that again. 
R: I rarely eat before I drink because I think I'm going to throw up, even 
though you're supposed to eat. I'm so full I won't want to drink. 
The majority of students agreed that young people generally planned how they were 
going to get home before they went out drinking. The most common way of 
ensuring safety was to plan to sleep over at the party: 
R: I know that at our parties if someone got drunk and tried to drive home or 
walk home on a main road, they're not allowed to cos we all go out and say 
you're not allowed and it doesn't matter how drunk we are. It's a part of 
looking after each other. 
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Some students identified a designated driver as a way of ensuring young people 
arrived home safely. One boy however, indicated that he was not going to drive 
intoxicated people around in his car: 
R: No, no I'm not driving everyone around and I'm not having anyone drunk 
in my car because if they're drunk they're just going to be messing around 
and I don't want the responsibility. 
Different Themes 
Some boys identified not drinking alcohol, drinking more slowly, spacing alcoholic 
drinks and not drinking as much as ways of reducing alcohol-related harm in young 
people. Others thought these suggestions were not realistic for young people: 
R: The Dr Karl tips aren't realistic for young people because no way are 
they going to space their drinks, maybe after they're drunk they might slow 
down but you're not going to like drink one beer every hour . 
The majority of girls thought that it was safer to drink with friends. Some girls 
indicated that as young people became older they became more responsible and this 
reduced the alcohol-related harms they experienced. Regarding getting home after a 
party. the majority of girls indicated that young people caught a taxi to ensure they 
arrived home safely. 
Alcohol Education Experienced by Young People 
The students were asked what do you think about alcohol education for young people? 
The following prompts were given to further explore this issue: 
When did you do it? 
What was it like? Was it relevant to you? 
When should you do it? 
Do you do any in upper school? 
Do you think you should? Why/ Why not? 
Table l5 reflects the number of male and female groups that identified each 
theme regarding harm reduction strategies used by young people the alcohol 
education experienced by young people. 
79 
Table 15: Alcohol Education for Young People 
THEME 
Had alcohol education in lower school 
Emphasised negative aspects of drinking 
Education was abstinence focused 
Abstinence message makes you more curious to try it 
Lower school the right time to do alcohol education 
Harm reduction more relevant 
Received some harm reduction strategies 
Not interested in year 8 because not drinking 
Not interesting 
Poured standard drinks 
Noboduours standard drinks 
Don't drink and drive 
Effects of alcohol on the body_ 
Liked the computer game but everyone got drunk 
BAC 
Basic information 
By the time did alcohol education, already drinking 
Should be in primary school 
Should be done when drinking to make it relevant 
Education won't stop you getting drunk the first time you drink alcohol 
Knowledge about alcohol makes you curious 
7 
Young people who have had bad experiences with alcohol should 
teach it 
Parents would disapprove of a harm reduction approach 
Should be done in year 8 and followed up in years 9 & I O  
Abstinence message makes you more curious to try it 
Education won't stop you from drinking 
Should teach the positives that can come from drinking 
Year l 2's should teach y_ear 8s 
Should be discussion 
Teachers should teach it 
Common Themes 
MALE FEMALE 
GROUPS GROUPS 
6 6 
5 4 
3 5 
3 
3 3 
3 4 
2 3 
2 .... 
2 
3 
When asked about alcohol education, all the young people interviewed 
acknowledged that they had received some alcohol education during lower school. 
They were however, quite scathing in their views regarding the alcohol education 
they had received, indicating that it was boring, had abstinence as it's primary goal 
and focused on the negative aspects of drinking. This was viewed as inappropriate 
and inconsistent with young people experiences with alcohol: 
R: We were told about the worst that could happen not that most of the time 
nothing bad happens. 
R: You're going to do it anyway because people want to experiment or yeah 
that - they'll just do it. 
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R: And your health ed teachers out there are like regurgitating pamphlets 
that they've read and its really patronising and you just respond really badly. 
R: See, I don't even remember talking about alcohol. Very boring, very 
restrictive teaching from her desk, handing work-sheets out - don't drink 
message that got across, and apart from that I just don't remember and we 
spent the whole term learning about it, so that really stuck in my head. 
Some students indicated that the 'abstinence message made young Qeople want to 
try alcohol: 
R: Told to say no so you say yes. 
Others felt that alcohol education could not stop young people drinking or getting 
drunk for the first time: 
R: The first time regardless of how much you know your just going to go 
out there and get absolutely smashed. 
, 
The Type of Alcohol Education That Would be Relevant to Young 
People 
The students were asked, "what type of alcohol education would be relevant for 
young people your age?" The following prompts were given to further explore this 
issue: 
What type of information/ strategies would you recommend? 
What type of information/ strategies would you avoid? 
Think about any past education (not necessarily about alcohol) that you 
really liked? 
What was it about that education that made it work for you? 
What can we do to make post compulsory alcohol education work for you? 
Table 16  reflects the number of male and female groups that identified each theme 
regarding the type of education that would be relevant to young people. 
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Table 16: Post Compulsory Alcohol Education 
THEME 
Alcohol education might be relevant in upper school 
Alcohol education not relevant in upper school because you already 
know it all 
Too late in ueeer school 
Upper school alcohol education would be seen as a joke 
Alcohol education makes little difference in the 'real world' 
Harm Reduction AE_E.roach 
Teacher needs to be non judgemental 
Work in �s but not with friends 
No lecturing 
Should provide samples and let students experiment 
Should have a guest speaker who has had bad experiences due to 
alcohol 
There should be 'hands on' activities 
There should no written work 
Should focus on discussion about realistic harm reduction strategies 
Should not include outdated videos 
Should include an element of fun 
Should work in �s with friends 
Should focus on drink driving 
Shouldn't use scare tactics , 
Learn about alcohol more through own experience 
Don't confuse the message 
Should use some of the realistic advertisements, i .e. 100% Control and 
Reseect Yourself 
Should show people badly affected by alcohol because you might 
think, 'I don't want to be l ike that" 
Should include videos and advertisements that show crashes caused 
by alcohol use 
The problem with showing negative consequences is that young 
people think that won't happen to us 
Should include both the positives and negatives 
Common Themes 
MALE FEMALE 
GROUPS GROUPS 
4 5 
3 4 
2 3 
I 
4 
4 4 
2 
2 
2 2 
2 
2 4 
3 3 
3 I 
4 
3 
3 
2 
4 
3 
3 
2 
When asked about the possibility of an alcohol education program in year eleven 
although some students thought it might be relevant, others felt it was too late in 
post compulsory years and therefore students would not take it seriously: 
R: Yeah because people are drinking at that age, most people, some people 
are and they might. 
R: Yeah, you might take into account what they're saying. 
R: Everyone would take it as a joke. 
Some students thought that alcohol education made little difference in real life 
situations, indicating that you learn about alcohol more through your own 
experiences: 
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R:  Most people I know wouldn't be interested in it. Like they might go, 'oh 
so that's a standard drink but they won't go to a party and pour a standard 
drink or think now I have to have a drink of water or I have to wait 40 
minutes till my next drink. 
This however, was not the consensus of opinion with other students suggesting that 
education could make a difference in the real world:  
R :  If you know something; and you've learnt it and you've l>eJn taught it, if 
you're at a party you will sort of realise and you'll know about it and make 
your choice. 
When asked about what young people would respond to positively in an alcohol 
education program, the majority agreed that a harm reduction, not abstinence 
approach that included discussion and 'hands on activities' should be adopted: 
R :  The only thing that would be relevant is how not to be an idiot because 
people are still going to get drunk. 
R: Learn better by doing things. 
R :  By year 1 1  I would really like to be sitting down with someone like Mr 
XXX. Like with someone that we could all respect and talking about when 
we were drunk, what to do when someone is on the floor and collapsed. 
Things like that we need to know just so we can be a bit more confident in 
looking after each other. 
Some indicated that there should be no written work. Many students suggested a 
guest speaker who had had negative experiences with alcohol should address post 
compulsory students. They acknowledged however, that although they liked 
listening to the stories, guest speakers often were ineffective because the long term 
negative consequences of alcohol use were far removed from young people and that 
young people believed, " .. .it won't happen to me". 
R :  Remember that guy from Alcoholics Anonymous who died. He had 
really bad health problems and he came to talk to us as part of his therapy 
and he was like the only real person that we know had died from alcohol. 
That was pretty sad. 
R: Even if its not like an older person or an alcoholic because that's the long 
term effects and like that' s removed from how we're interacting with 
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alcohol and we don't relate to that. But a younger person with problems 
caused by alcohol who could talk about their experiences. 
R: It would be good to hear their stories even though we probably wouldn't 
think it would happen to us. 
Some young people indicated that the type of teacher required to teach a post 
compulsory alcohol education program, needed to be non-judgement{ll, prepared to 
listen and not give hypocritical or confusing messages: 
R: Someone who won't be judgemental, just someone who will listen. 
R: That could be a problem because I wouldn't talk to just anyone about 
alcohol if I didn't respect them. 
R: I don't know whether they are trying to tell us not to drink or like not to 
binge drink all the time, just drink in moderation because sometimes they're 
just actually saying don't drink at all. 
Different Themes 
Some of the boys thought that during the program students should be given the 
opportunity to work in groups but not with friends because they might be 
distracting. Others suggested the program should incorporate group work with 
friends and include an element of fun. 
The majority of girls indicated that some of the advertisements regarding alcohol 
use could be effective in a post compulsory alcohol program: 
R: Respect yourself ad where they're at parties and things like that because 
. . 
its really true and obvious and if it happened to you you'd think oh my god 
this quite embarrassing. 
They also thought that young people should be shown the negative effects that 
excessive alcohol use can have on young people as a way of deterring over use. 
Others thought however this would be ineffective because young people would 
think, "this won' t happen to me". Some others felt that both the negative and 
positive aspects of drinking needed to be conveyed to students: 
R: You need both sides of the argument, you need it explained, reasons why 
you do and reasons why you don't. 
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Themes Consistently Identified Across Questions 
Some themes consistently emerged as issues for both the boys and the girls groups 
across a number of questions. Table 17 reflects the number of male and female 
groups that identified each theme. 
Table 17: Themes Across Questions 
THEME 
Concern over losing control 
Parents moderate drinking_ 
Drinking with parents teaches you to drink safely 
Drink more with friends at E_arties 
Drink for social reasons with friends 
Most don't drink alone 
Previous experience teaches you how much you can handle 
MALE FEMALE 
GROUPS .... GROUPS 
6 6 
6 - - 6 
3 3 
6 6 
6 6 
4 4 
5 5 
All students agreed that loss of control due to excessive alcohol use was a major 
concern. The majority of students suggested that previous drinking experience 
taught young people how much alcohol they could consume before losing control 
In addition, all agreed that parents moderated young people 's  alcohol use for a 
variety of reasons. These included not wanting to lose control in front of parents, 
parents controlling the amount and type of alcohol consumed and not wanting 
parents to know how much young people actually drank. Many students felt that 
drinking with parents teaches young people how to discover their limits and to 
drink safely. 
There �as a consensus among all students that young people . drank more alcohol 
with friends and that this usually occurred at unsupervised parties. Although many 
indicated that young people planned to get drunk, other felt that it was a 
consequence of drinking with friends at a party. They felt it was safer to drink 
alcohol excessively with friends because someone would look after the others. This 
was very prominent among the girls in particular. 
The majority of students agreed that young people drink for social reasons. These 
included having fun, relaxing and to increase one's confidence. They indicated that 
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most young people don't drink alone and if they did it was because they were trying 
to deal with a problem. 
Discussion 
The students were generally ke�n to express their opinions about alcohol and issues 
associated with its use by young people. They were remarkably consistent in many 
of the issues they identified as being of concern to them. It wa� s.Iear from the 
information obtained from .. the focus group discussions that alcohol plays a 
significant role in the lives of young people. Alcohol use was perceived to be 
commonplace, acceptable practice and the drug of choice of the majority of young 
people. This is consistent with findings from similar studies that conclude that 
alcohol use, even excessive use is viewed by young people as a right of passage 
into adulthood (Shanahan et al. ,  1999; Midford et al., 1996; Saunders & Baily, 
1993 ; Australian Drug Foundation, 1994). 
,. 
It is apparent that the young people interviewed in this study drink alcohol for 
similar reasons to adults. That is primarily to enhance socialisation and to have fun. 
Alcohol consumption for young people appears to be very much a group activity 
and although they dismiss the suggestion of peer pressure, peer group norms appear 
to be an important influence on the use of alcohol. Young people prefer to drink 
alcohol with their friends and although they do not feel pressured into drinking it is 
unlikely they will choose not to drink if their friends are drinking. Although 
drinking is perceived to be the norm, those young people who choose not to drink 
are not viewed negatively. The young people interviewed in this study believe that 
there is less pressure on those aged 16 to 17 to drink than when they were younger. 
Similar to other studies, those who drink alone are perceived to have major 
problems, the behaviour being viewed as anti-social (Shanahan et al., 1999; 
Midford et al., 1996). 
The quantity of alcohol that young people consume also appears to be partly 
dependent on peer group norms. It is clear that young people drink more with 
friends at a party than with parents or other adults. The amount of alcohol 
consumed also appears to be dependent to a large degree on what young people see 
as opportunity. Opportunity is also determined by who the young people are friends 
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with and when the parties are held. In addition the amount of alcohol consumed 
depends on whether the person wants to get drunk and then what level of 
intoxication the person wants to achieve. Although the majority of young people 
indicated that drinking in moderation is the ideal, the reality is that many young 
people are engaging in high-risk drinking and potentially harmful behaviour. This is 
supported by the prevalence data which indicates that young people are more likely 
to drink at hazardous or high risk·-levels than any other age group (McBride et al., 
2000b; Australian Institute qf Health and Welf;re, 1999; Shanahan et al., 1999; 
Health Department of Western Australia, 1998). In addition, alcohol -causes more 
harm in the 15 to 19 age group than all other drugs combined (Health Department 
of Western Australia, 1998). 
Some studies have indicated that the majority of young people drink to get drunk 
and get drunk quickly (Shanahan et al., 1999; Midford et al., 1996; Saunders & 
,. Baily, 1993; Australian Drug Foundation, 1994). This however, was not necessarily 
the case with the young people interviewed in this study. Some did plan to get 
drunk but others felt that getting drunk was a consequence of drinking with friends 
and having a good time. They appeared to make a distinction between getting drunk 
and losing control and while getting drunk in itself did not seem to be a major 
concern, losing control was. It was apparent that many young people find it difficult 
to determine the line between drinking, having fun, getting drunk and losing 
control. This is consistent with findings from the developmental research for the 
national alcohol campaign (Shanahan et al. , 1999), which reported that while 
getting drunk was the aim of most young people, losing control was viewed 
negatively. A number of comments indicated that young people were receptive to 
messages that would help them find the line between drinking and having fun and 
losing control. 
The students were aware that young people were at risk from alcohol in various 
ways, repeatedly citing violence, particularly for young males, and sexual 
vulnerability for young females. These concerns have been identified in other 
studies (McBride et al., 2000b; Shanahan et al., 1999; Midford et al., 1996; 
Australian Drug Foundation, 1994). The females however, appeared to be more 
concerned about the potential harms associated with young people' s  alcohol use 
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than the boys, particularly the embarrassment caused by out of control behaviour. It 
was apparent that young males and females view the potential consequences of 
alcohol use for their own and the other gender quite differently. While the males 
thought the females drank more, got drunk quicker and became very emotional, the 
females thought the boys dran� more and were insensitive to the consequences of 
intoxicated sex. Damage to reputation appeared to be a major concern for young 
females. Clearly young people would benefit from the opportunity Jo discuss the 
issues associated with these different perceptions._ 
Although most displayed a good understanding of harm reduction strategies, they 
felt that these strategies were unrealistic for young people. It was apparent that 
young people drank in ways and in settings where spacing drinks, eating food and 
drinking non alcoholic drinks were not only viewed as inappropriate but also in 
some instances impossible. They consistently commented that the most realistic 
harm reduction strategy available to them was having an agreement with friends to 
look after one another. It was apparent however, that although looking after each 
other was common, it was due more to good luck and group dynamics than good 
management. The other most commonly repeated harm reduction strategy used by 
young people was pre-planning how to get home safely from drinking settings. It is 
a major concern that although these young people were very aware of the dangers 
inherent in drinking and driving, some ignored these dangers and put themselves in 
potentially high-risk situations when affected by alcohol. Clearly, alcohol use 
among young people is most common and most likely to be excessive at parties. 
Given that most parties appear to be unsupervised by adults and that alcohol-related 
harms increase with unsupervised drinking (McBride et al., 2000b), young people 
require realistic strategies that will help keep them and their friends safe in these 
situations. 
Many young people perceive responsible alcohol use as something they primarily 
learn from experience. They believe that they learn their limits from experience 
therefore, the greater the experience with alcohol, the greater the chance of control. 
This finding is similar to other studies (Shanahan et al., 1999; Midford et al., 1996). 
Parents however, appear to be the key moderators on young people's alcohol use 
because they either control the amount of alcohol available or young people don't 
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want their parents to know how much they actually drink. Losing control in front of 
parents appears to be a major concern for young people due to the implications it 
may have for future alcohol use situations. Other studies reinforce the importance 
of parents in developing safe drinking behaviours in their children through 
introducing alcohol gradually in family situations (McBride et al. , 2000b; Foxcroft, 
Lister-Sharp & Lowe, 1997). Although not addressed in this study, there is strong 
evidence to suggest that a parental education component in school drug education 
programs can be an important contributor to red�cing drug-related harm in young 
people (McBride et al., 2000b; Dusenbury & Falco, 1995; Ballard et al., 1994). 
The young people interviewed in this study were quite scathing in their views 
regarding the alcohol education they had received, indicating that it was boring, had 
abstinence as its primary goal and focused on the negative aspects of drinking. It 
was very clear that young people are unresponsive to an abstinence only message 
seeing it as inappropriate and hypocritical in a society were alcohol use is prevalent, 
socially accepted and often encouraged. There was strong consensus that harm 
minimisation was the education approach most likely to be accepted by young 
people. This is consistent with findings from other studies that conclude that 
students will turn off if an abstinence message is promoted (Midford et al., 1996; 
Saunders &l Baily, 1993 ; Australian Drug Foundation, 1994). 
The discussion that emanated from these focus groups provided an invaluable 
insight into the alcohol-related issues that young people perceived as relevant to 
them. Clearly, a post compulsory alcohol curriculum must address these issues if it 
is to be viewed as relevant by those it seeks to influence. Consequently, the insights 
gained from the focus groups have been incorporated into the curriculum developed 
in this study, thereby directly targeting the alcohol-related issues identified by 
young people as relevant and of concern to them. The curriculum provides students 
with skills to enable them to minimise harm when in alcohol risk situations that 
they have identified as commonly encountered or of particular relevance at a time 
when alcohol use typically increases. In particular, the curriculum incorporates 
alcohol-related scenarios generated from the focus group information relating to 
commonly encountered harms, realistic harm reduction strategies, and commonly 
identified drinking settings. In addition the curriculum examines gender specific 
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alcohol-related harms and issues, the issues surrounding drinking and driving and 
explores how students can find that line between having fun and losing control. The 
curriculum also examines how young people can help friends to stay safe in 
situations where alcohol is available, focusing on strategies to minimise the 
potential harms that can happen at parties. 
FINDINGS FROM THE TEACHER AND HEALTH PROFESSIONALS' 
WORKSHOPS 
This section presents the results from the workshops conducted with current 
teachers of health education and experts in the field of alcohol and other drug 
education. The discussions centred on the content and teaching strategies that they 
believed should be incorporated into an post compulsory, alcohol education 
curriculum. They were asked to reflect on their experiences in teaching and 
developing alcohol, other drug and health education programs and make 
recommendations that they felt would be acceptable to teachers and appropriate, 
relevant and engaging to year eleven students. The participants were keen to 
express their ideas, the most common of these are reported in this section. Many of 
the suggestions that emerged· from the workshops were common to both the 
teachers and the health professionals while others were specific to each group. 
Summary tables for both content and teaching strategy recommendations have been 
included. These identify who made each recommendation. However, the 
interpretative discussion of the common and different themes that were identified 
regarding content and strategy recommendations provide the most comprehensive 
representation of the descriptive information obtained from both teachers and 
'experts' . 
Content 
Table 1 8  identifies who made the recommendations regarding the content to be 
included in the curriculum. 
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Table 18: Summary of Content Recommendations 
CONTENT I ISSUE 
Harm reduction strat�s: 
How to stay safe ___  _ 
TEACHERS 
X 
X 
X Friends lookin[_£ut for each _o_th_e_r _____ ______________ _ 
��-<:.2_gni��_l]g ha�ms and r�sky situatio,_n_s ____________ _ X 
X Maintaining_gs'lOd relationshiJ?._s_w_i_th_o_th_e_rs _______________ _ 
Alco�ol-related scenarios relevant to year eleven students X 
X _B�w to have a..JI9..od time, be cool an_d_n_o_t_,g __ e_t_o_u_t_o_f_c_o_nt_r_o_l ----- ---­
Safe sex ----
X _Elanning� safer pa_rt..._ ___________________ _ 
First aid X ·-----------------------------
Conflict resolution 
Alcohol and other drugs 
Where to go for help 
Drinking and driving 
How to minimise p_eer influence 
Alternatives to drinking_ 
Assertiveness 
Knowing individuals response to alcohol 
The drug triangle 
Alcohol and the law 
Positive asp_ects of alcohol use 
Common Themes 
X 
X 
X 
X 
X 
X 
EXPERTS 
X 
X 
X 
X 
X 
X 
X 
X - X 
X 
X 
X 
X 
X 
X 
Both the teachers and the 'experts' overwhelmingly suggested that a year eleven 
curriculum incorporate harm reduction strategies. Specific strategies suggested by 
both groups included providing students with the opportunities to develop strategies 
to look after friends and giving students the opportunity to recognise alcohol­
related harms and alcohol risk situations. In addition, both groups indicated that 
students should be given the opportunity to explore the concept of safe drinking 
levels and the potential effects that alcohol use can have on a variety of 
relationships. Although both groups suggested drinking and driving should be 
included, the teachers felt it should be viewed from ·a number of perspectives, 
including the law and the social consequences of drinking and driving. The 
'experts', however were more concerned with the risks to the driver and to 
passengers who may not be aware that the driver was under the influence of 
alcohol. Both groups felt that the program should incorporate a variety of alcohol­
related scenarios that the students would address and that these scenarios needed to 
be relevant to year eleven students. They also commented that alcohol and other 
drugs should be discussed and that various agencies that could provide support for 
alcohol and other drug problems should be considered. 
9 1  
Different Themes 
The teachers indicated that the topic of binge drinking and the potential harms 
should be included in the curriculum. They also indicated that alternative methods 
of relaxing and increasing self-confidence should be discussed. Assertiveness skills 
and how to minimise peer influence were suggested as issues that should be 
included. In addition, they felt that providing students with skills to enable them to 
recognise the line between being 'happy' and losing control was an issue that 
needed to be addressed. 
The 'experts' ,  indicated that students should be given opportunities to practise 
decision making skills, be made aware of the 'drug triangle' ,  and explore their 
ability to perform relevant first aid. In addition, they were keen to have conflict 
resolution and mediation skills included in the program. 
Teaching Strategies 
,. 
Table 1 9  identifies who made the recommendations regarding the teaching 
strategies to be included in the curriculum. 
Table 19: Summary of Teaching Strategies Recommendations 
STRATEGY 
SHAHRP/Class-room based interactive strategies: 
Role-play scenarios(from focus groups) 
Risk Ranking (based on focus group) 
Getting it Said (based on focus group) 
Jig saw scenarios (based on focus group 
Standard drinks (based on focus group) 
Smal l � work 
Three card drug triangle (based on focus group) 
Interactive 9.uiz 
Part}'. testers 
Court Hearing 
First Aid 
Partr_elan 
Theatre se_orts 
Guest s�aker 
Videos: 
Road safety commercial 
Health Department campaigns 
Community/school display 
Youth Forum 
Planning a school event 
Research project 
Technology-based lifestyle assessment 
Peer teaching 
TEACHERS 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
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EXPERTS 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X -
X 
X -
X 
Common Themes 
Both the teachers and the experts identified similar teaching strategies that they 
thought would be appropriate for year eleven students. Both groups felt that many 
of the strategies used in the School Health and Alcohol Harm Reduction Project 
(SHAHRP) teaching program could be modified to suit year eleven students. In 
particular 'Risk ranking' ,  'Getting it Said' and role-play, incorporating scenarios 
generated from the focus group interviews conducted with year t�elve students 
were identified as strategies likely ·to be effectiv� with year eleven students. Other 
strategies identified were a debate, inviting a guest speaker and a standard drinks 
activity incorporating the most commonly used alcohol (from information from 
focus groups) to be poured out of their usual containers. 
Different Themes 
The teachers indicated that some videos might be appropriate as triggers for 
discussion, specifying road safety commercials and health department campaigns as 
potentially appropriate to year eleven students. They also identified theatre sports 
and interactive quizzes as strategies that year eleven students might find engaging. 
The experts focussed more on non-classroom activities, identifying 
community/school displays, youth forums and planning school events as activities 
that would be effective with year eleven students. The classroom-based activities 
they suggested included research assignments, a drama production, technology 
based lifestyle assessment, peer teaching and a variety of scenario based activities. 
Discussion 
All participants were very enthusiastic about the proposed year eleven curriculum 
and keen to discuss their ideas. Clearly both the teachers and health professionals 
indicated that the most appropriate approach for the curriculum was a harm 
minimisation one. This is consistent with the findings of the evaluation of the 
National Initiatives in Drug Education which concluded that teachers were 
supportive of harm minimisation because it was more likely to be accepted and 
viewed as relevant by students (Midford & McBride, 1997). The literature also 
suggests this approach is more likely to achieve behaviour change (Dielman, I 994, 
Munro, 1994, Dielman et al., 1989, Dusenbury & Falco, 1995). Although not 
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explored in this study, other studies have indicated that a harm minimisation 
approach is acceptable to parents because of the reality of alcohol use in the home 
and Australian society generally (Australian Drug Foundation, 1994). In addition, 
the students interviewed in this study overwhelmingly recommended a harm 
minimisation approach. 
Activities from the School Health and Alcohol Harm Reduction Project (SHAHRP) 
were identified as potentially appropriate for ye�r eleven students. The SHAHRP 
study incorporates a harm minimisation approach and provides skills training to 
enable students to make and implement choices that minimise harms when in 
alcohol use situations. For example, students are required to identify potential 
harms in a variety of alcohol-related situations and devise strategies to minimise 
these harms. This is achieved through small group activities such as games, role­
play, brainstorming and discussion. The activities emphasise positive, "things to 
do", rather than negative, "don't do" messages and employs teaching methods that 
allow students to practice behaviours in a low risk situation, using real life student 
based scenarios (Farringdon et al., 1999). It is apparent that these student-centred, 
activity based activities were viewed favourably by the teachers and experts alike, 
indicating that similar, age appropriate activities would be acceptable to year eleven 
students and their teachers. In addition they are supported by the evidence-based 
features that indicate that programs that are predominantly interactive in relation to 
other aspects, such as lecture-style teaching are more effective in gaining students 
interest and promoting student learning (Dusenbury & Falco, 1995; Dielman, 1994; 
Evans, 1976; Bremburg, 1991; Midford et al., 1996, Botvin, 1986; Botvin et al., 
. . 
1984, Cross, 1997; McLeod, 1997 White and Pitts, 1998). Furthermore the 
inclusion of a variety of activity based teaching strategies is supported by the 
principles of the Western Australian Curriculum Framework that recognises that 
students learn and develop at different rates and in different ways. These principles 
suggest that students should be encouraged to explore information and ideas in a 
variety of ways that accommodates these differences (Curriculum Council of 
Western Australia, 1998). 
It was interesting that the health professionals focussed more on the broader whole 
of school approach activities than did the teachers. Perhaps the teachers were more 
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in step with the realities of working in schools and what is realistic in terms of 
timetabling, resourcing and administrative constraints . In addition, it is likely that 
the teachers were more focused on what they could realistically achieve in their 
classrooms than health professionals who have been removed from the day to day 
realities of working in schools for some time. Although there is some evidence to 
support that a whole of school approach can influence behaviour (Midford and 
McBride, 1997; Perry et al., 1996; Ballard et al. , 1994), due to iss�es relating to 
sustainability and resourcing this type of approac_h has not been considered for this 
study. Even within the health promoting school concept, the curriculum component 
is an essential strategy in influencing health behaviours (McBride et al., 2000a). 
Unlike a whole of school approach, a curriculum approach ensures direct 
interaction with students. A curriculum approach is less expensive, more easily 
integrated into the existing school structure and more sustainable in terms of 
existing school resources making it more widely accessible to schools generally 
than a whole of school approach (McBride et al., 2000b). Therefore, this study 
focused on developing an evidence-based curriculum that can be used in the 
classroom. 
The discussion that emanated from these workshops provided a valuable insight 
into what could realistically work in the classroom from both teachers and health 
professionals' perspectives. Consequently the curriculum incorporates many of 
their suggestions, including a harm minimisation approach, alcohol-related 
scenarios generated from the focus group information and interactive, skills based 
teaching strategies . In addition the curriculum examines the issues surrounding 
. . drinking and driving and explores how students can find that line between having 
fun and losing control. 
DEVELOPING THE CURRICULUM 
The post compulsory alcohol education curriculum targets year 11 students (15-16 
year olds) as this coincides with a rapid increase in drinking indicated by the 
prevalence data. It comprises four, 50-minute lessons as the evidence suggests this 
is appropriate for booster lessons if the potential for behaviour change is to be 
maximised. The year eleven curriculum is regarded as booster lessons because 
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Western Australian students receive alcohol education in lower school (years eight 
to ten). Therefore, the year eleven curriculum is based on this assumption and 
builds on the student' s  previous knowledge about alcohol including alcohol-related 
myths, pouring standard drinks, how alcohol is metabolised and the factors that 
affect blood alcohol content. Lower high school alcohol education programs that 
provide the necessary basic information include the phase one and two of the 
School Health and Alcohol Harm Reduction Project (SHAHRP) teaching program, -
Rethinking Drinking, How wm· You Feel T.9morrow and the School Drug 
Education Project Alcohol Lessons (Phase 3 and 4). 
The activities developed for the year eleven curriculum reflect the evidence-based 
components from the health and education literature that can potentially influence 
behaviour and a consensus of the key informants' recommendations. In addition, 
the activities are based on information gained from the focus groups and in line 
with both teacher and student input are interactive and follow a harm reduction 
approach. Some strategies suggested by key informants and students were rejected 
because they were not supported by the evidence-based features. The following 
table lists each activity in the year eleven curriculum and demonstrates how the 
content and teaching strategies reflect input from students, teachers and experts. 
Table 20: Curriculum Activities 
Activity Content Strategies Student Teacher Expert Input 
Input Input 
The Story So Standard drink Interactive quiz Commonly Harm Harm 
Far information Pouring consumed reduction reduction 
Alcohol-related standard drinks alcohol &trategies strategies 
myths Mime Alcohol- A lcohol and Alcohol and 
Utility Group work related the law the law 
knowledge harms Standard Standard 
Alcohol-related Harm drinks drinks 
law reduction Interactive Interactive 
Alcohol-related strategies strategies strategies 
harms 
Harm reduction 
strategies 
He Says / Identifying sex Sex segregated Sex specific Identifying Identifying 
She Says specific small group alcohol- alcohol- alcohol-
alcohol-related work related related related 
issues Debate harms and harms harms 
Consider the how these 
effect on are 
alcohol-related perceived by 
behaviour on each sex 
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others Loss of 
control 
How Will Identifying How Will You Alcohol- Identifying Identifying 
You Feel alcohol-related Feel Tomorrow related alcohol- alcohol-
Tomorrow harms video as a harms related related 
Identifying the trigger for Harm harms harms 
l ine between discussion reduction Harm Harm 
having fun and Small group strategies reduction reduction 
losing control work Finding the strategies strategies 
Devising Story telling line between Standard Standard 
realistic harm drinking to drinks drinks 
reduction be happy Interactive Interactive 
strategies to and then strategies 
- ... 
strategies 
prevent harm losing 
and to deal with control 
harms once they Using 
have occurred relevant 
videos 
Risky Identify high Pairs work Harm Student Student 
Business and low risk Risk continuum reduction generated generated 
alcohol-related Debate approach scenarios scenarios 
situations Risk reduction Scenarios Risk Risk 
Understand how strategies generated reduction reduction 
different from focus 
circumstances group 
can lower the 
, 
information 
risk in alcohol- Concern 
related over losing 
situations control 
Strategies to 
lower the risk in 
alcohol-related 
situations 
The Fine How alcohol Bush Telegraph Drink/ Drink/ Drink/ 
Line affects driving commercial as a driving Driving Driving 
ability trigger for Getting into Harm Harm 
How can a discussion a car with a reduction reduction 
person tel l  if a Small group driver strategies strategies 
driver is capable discussion affected by 
of driving after alcohol 
drinking Harm 
Strategies to reduction 
prevent people stratl:!gies 
who are affected 
by alcohol from 
driving 
Strategies to 
prevent people 
from accepting 
l ifts from others 
affected by 
alcohol 
On The Spot Apply Interactive Scenarios Scenarios Scenarios 
knowledge strategies from focus from focus from focus 
about harm Role-play group group group 
reduction Debate information information information 
strategies to a Harm Harm Harm 
range of reduction reduction reduction 
alcohol-related Interactive Interactive Interactive 
situations 
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Cocktails The effects of Interactive Scenarios Scenarios Scenarios 
alcohol are not strategies from focus from focus from focus 
fixed and are Small group group group group 
dependent on the discussion information information infonnation 
drug, individual Hann reduction Harm Harm Harm 
and reduction reduction reduction 
environmental Interactive Interactive Interactive 
factors 
Party Plan Plan a party for Pairs work Practical Practical Practical 
friends where Planning to Harm Harm Hann 
everyone will reduce hann reduction reduction reduction 
have a good time Planning how to approach approach - - approach 
and stay safe deal wifh Looking after 
Consider the potentially friends 
potential harmful hannful situations 
situations that 
could arise at a 
party and plan 
how to 
prevent/deal with 
these situations 
The activities developed for the year eleven curriculum provide teachers with an 
opportunity to teach within the Health and Physical Education Learning Area using 
an outcomes-based approach. Table 2 1  describes how the activities in the 
curriculum are linked to student outcomes. 
Table 21 :  
Strand 
Self­
management 
Skills 
Links to the WA Curriculum Framework 
Level Outcome 
3 The student uses basic self­
management skills to meet 
personal health and physical 
activity needs. 
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Pointer 
Recognise that 
decisions can have 
positive and negative 
consequences. 
Demonstrate how to 
cope with positive and 
negative comments 
from peers, family and 
others. 
Students clarify their 
values eg when 
considering opposing 
points of view. 
Example 
SESSION 2: 
How Will You 
Feel Tomorrow? 
SESSION 3 
The Fine Line 
On the Spot 
SESSION 4: 
Party Plan 
Session I 
He Says/ She 
Says 
SESSION 3 :  
On The S2,ot 
SESSION 1 :  
He Says / She 
Says 
SESSION 3 :  
The Fine Line 
On The Spot 
-
4 The student applies self-
management skills, showing 
an awareness of beliefs and 
values, and predicts the risks 
and benefits for the 
achievement of health and 
physical activity goals. 
5 The student applies self-
management skills, analyses 
risks and benefits, and plans 
for the achievement of 
personal and group health 
and physical activity goals. 
,r 
6 The student applies self-
management skills, 
considering own values and 
beliefs, to cope effectively 
with challenging health and 
ehysical activity situations. 
Concepts 3 The student understands that 
for a personal health, safety and 
Healthy physical activity practices 
Lifestyle enhance the physical, 
mental, emotional and social 
aspects of their own and 
others' health 
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Students decide and 
predict the impact of 
strategies. 
Predict, and reflect on, 
the consequences of 
their decisions when 
faced with peer 
pressure to smoke or 
drink alcohol. 
Analyse how the 
process and outcomes 
of decisions made by 
other people affect 
their own planning, e.g. 
friends binge drinking 
at earties. 
Justify a decision and 
plan and implement 
strategies to inform 
others. 
Consider and 
empathise with another 
person's perspective in 
a potential conflict 
situation. 
Develop and 
implement a simple 
action plan for an 
emergency situation. 
Assess factors that 
influence the use of 
drugs and other 
potentially harmful 
substances (such as 
peer use and 
expectation and 
propose strategies for 
safer use. 
-------------
SESSION 2: 
How Will You 
Feel Tomorrow 
Risky Business 
SESSION 3 :  
The Fine Line 
On the Spot 
SESSION 4: 
Party Plan 
SESSION I :  
He Says/She 
Says 
- SESSION 3 :  
On  the Spot 
SESSION 3 :  
The Fine Line 
On the Spot 
SESSION 4: 
Party Plan 
SESSION 3 :  
On  The Spot 
SESSION 4: 
Party Plan 
SESSION 2: 
How Will You 
Feel Tomorrow? 
SESSION 3 :  
The Fine Line 
On The Seot 
SESSION I :  
The Story So 
Far 
SESSION 2: 
How Will You 
Feel Tomorrow? 
SESSION 3 :  
On  The Spot 
SESSION 4: 
Party Plan 
SESSION 2: 
How Will You 
Feel Tomorrow? 
' �� 
,_ 4 The student understands Students assess the SESSION I :  
how factors influence need to seek alternative The Story So 
personal health behaviours travel arrangements if Far 
and how to appraise own the driver has been SESSION 2: 
and others' health, safety and drinking alcohol. Risky Business 
physical activ i ty practices. SESSION 3 
The Fine Line 
On the Spot 
SESSION 4: 
Party Plan 
Students explain the SESSION 1 :  
positive and negative _ _!!e Says / She 
impacts that peer Says 
influence has on health SESSION 3 
behaviours. On The Spot 
SESSION 4: 
Party Plan 
5 The student understands the Students analyse the SESSION 1 
action of consequences myths and stereotypes The Story So 
taken to enhance personal associated with Far 
and community health, alcohol. He Says / She 
safety and physical activity, Says 
and to avoid or reduce the 
risks associated with 
lifest:tle behaviours. < Students discuss their SESSION I :  
responsibilities for the The Story So 
safety of others in Far 
situations such as drink SESSION 2: 
driving. Risky Business 
SESSION 3 :  
The Fine Line 
On the Spot 
SESSION 4: 
Party Plan 
Cocktails 
6 The student understands the Students assess the SESSION I :  
social, cultural, different levels of He Says / She 
environmental and political power people have in Says 
factors that impact on the their relationships and SESSION 3 :  
health, safety and physical discuss acceptable The Fine Line 
activity behaviours of levels in specific On the spot 
individuals and populations relationships e.g parent SESSION 4: 
groues. / child. Party Plan 
Students report on SESSION I :  
social and cultural He Says / She 
influences on the health Says 
behaviours of young SESSION 2: 
adults such as drug use. How Will You 
Feel Tomorrow? 
7 The student understands and 
evaluates a range of 
strategies that address social, 
cultural, environmental and 
political factors to improve 
their own and others' health, 
safet:t and eh:tsical activit:t. 
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Interpersonal 3 The student demonstrates Student use speaking All Fine Line 
Skills communication and and listening skills that Activities 
cooperation skills that consider their own and 
contribute to interpersonal others' feelings to 
and group interactions. establish or improve 
_g_!:_�pj_nter�ctions 
Students demonstrate SESSION I 
assertive speaking and He Says/ She 
l istening skills when Says 
expressing their ideas SESSION 3 :  
and feelings within a On the Spot 
�---
4 The student demonstrates Students confidently - SESSION I 
communication and communicate their He Says/ She 
cooperation ski lls that point of view by Says 
enhance interpersonal and making and defending SESSION 3 :  
group relationships. decisions, both On the Spot 
independently and as 
eart of a groue 
5 The student uses Students work SESSION I 
communication and effectively with others The Story So 
cooperation ski l ls to actively in small groups to Far 
participate in making and achieve consensus He Says/She 
evaluation interpersonal and Says 
group decisions to achieve SESSION 2 
goals. 
' 
How Will You 
Feel Tomorrow 
SESSION 3 
The Fine Line 
6 The student demonstrates Students are able to SESSION I 
the communication and disagree without He Says/ She 
cooperation skills required becoming angry. Says 
to cope effectively with SESSION 3 :  
conflict and changes in  On the Spot 
relationshies and groues. 
Students demonstrate SESSION 3 :  
negotiation skills when On the Spot 
communicating with 
other people who 
express a conflicting 
oeinion. 
Students, in a role-play, SESSION 3 :  
demonstrate verbal and On the Spot 
non-verbal assertive 
responses when 
involved in an 
uncomfortable situation 
initiated by a close 
friend. 
Discussion 
The process of incorporating student, teacher and health professionals' 
recommendations into the curriculum was less daunting than expected. Interestingly 
the teachers and health professionals' recommendations supported many of the 
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suggestions made by students. If these recommendations were consistent with the 
evidence-based features then they were included in the curriculum. 
There was overwhelming support from all sectors that a harm minimisation 
approach was the most appropriate and relevant to year eleven students. The 
literature also advocates this approach to maximise the potential for influencing 
behaviour (Dielman, 1994, Munro, 1994, Dielman et al., 1989, Dusenbury & Falco, 
.. -
1995). A harm minimisation approach was ther�fore adopted for the year eleven 
curriculum. This approach includes a number of strategies including abstinence and 
non-use, that aims to minimise the harmful effects of drinking to the drinker, to 
their friends, family, local community and to society. It is relevant to both drinkers 
and non-drinkers, as drinking affects others beside the drinker. If students choose to 
drink the curriculum aims to explore ways to help keep them safe. Similarly if 
students choose not to drink the curriculum explores ways to help keep them safe in 
situations where others are drinking. ,. 
The inclusion of interactive teaching strategies was recommended by all groups and 
is consistent with both the evidence-based features and the principles underpinning 
the Western Australian Curriculum Framework . .  The interactive teaching strategies 
incorporated in the curriculum involve brainstorming, working in pairs, small group 
discussion, role-play and practical demonstrations. The discussion is often centred 
on alcohol-related scenarios. These scenarios have been generated from the 
information gathered from the focus groups conducted with year twelve students. 
They include commonly identified settings where alcohol is available to young 
people, commonly identified amounts and types of alcohol consumed, and 
commonly identified alcohol-related harms and risks. 
It was apparent from the focus groups discussions that young males and young 
females experience different types of alcohol-related harm and view the other 
gender' s behaviour in alcohol use situations quite differently. Accordingly, within 
the curriculum there is a particular focus on the commonly identified harms and 
risks specific to each gender and how each gender views the other gender' s 
behaviour in alcohol use situations. Other strategies suggested by students and the 
key informants, in particular having guest speakers, were rejected because the 
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conclusion of the workshop, evaluation indicated that all teachers felt confident and 
enthusiastic about teaching the program. 
A triangulation of measures was adopted to assess the program including teacher 
and student self-report process evaluation forms and an evaluation workshop. 
Teacher Self-Report Process Evaluation 
During the pilot phase, teachers were required t� complete lesson activity process 
evaluation forms for each lesson (Appendix 1 )  immediately after the completion of 
the lesson and to fax these forms to the SHAHRP 2000 researcher. The self-report 
process evaluation forms required comment on level of activity completion, teacher 
response and suggestions to retain or modify each activity. Table 22 presents the 
frequency of teacher ratings. The ' level of completion' percentage reported in the 
table reflects a combination of the following three variables: 
• percentage of each activity completed from 90 to 100 percent 
• percentage of each activity completed from 50 to 90 percent 
• percentage of each activity completed to less than 50 percent 
Table 22: Teacher Self-report Process Evaluation 
Activity 
Act 1: The Sto!Y_ So Far 
Act 2: How Will You Feel Tomorrow 
Act 3: He Says/She Says 
Act 4: Risky Business 
Act 5 :  The Fine Line 
Act 6: On The Sp_ot 
Act 7: Cocktails 
Act 8: Party Plan 
Teacher Response to each 
Activity (n=3) 
Liked Unsure Disliked 
3 
2 1 
3 
3 
3 
2 1 
3 
3 
Level of 
ComEletion 
95.25% 
100% 
100% 
100% 
100% 
100% 
100% 
100% 
Seven of the activities were fully completed and the remaining activity achieved a 
95.25% completion. This level of completion data indicates that the pilot students 
were taught 99.5% of the curriculum as intended. Time limitation was the reason 
given by teachers that full implementation of the program was not achieved. The 
high level of fidelity of implementation ensured that teacher's assessment of the 
activities was valid. All teachers indicated that they liked six of the eight activities. 
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Table 23: Student Self-report Process Evaluation 
Student Response (n=80) 
Act. 1 Act. 2 Act 3 Act 4 Act 5 Act 6 Act 7 Act 8 
Level of Participation 89% 85% 84% 9 1  % 76% 83% 88% 86% 
Liked/Disliked Activity 
- ----- --------------------Liked Activity 6 1  % · 65% 73% 7?% 60% 68% 53% 77% 
Unsure 27% 23% 15% 19% 10% 23% 3 1  % 8% 
Disliked Activity 2% 
Activity is 
Relevant/Not Relevant 
12% 4% 4% 8% 
- . ..,,;,. 
_ Activity is Relevant _ _ _ _ _ _  69% __ _  67% _ _ _  6 1  % _ _ _  77% _ _ _  58% _ _ _  68% _ _ _  .58% _ _ _ 8 1  % _ _ _  _ 
Unsure 19% 19% 29% 15% 10% 15% 26% 4% - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -Activity is Not 2% 2% 10% 2% 7% 2% 8% 
Relevant 
Change Activity 
Retain Activity 75% 76% 84% 79% 69% 66% 67% 83% 
Modify Activity 15% 12% 4% 15% 4% 15% 15% 2% 
Drop Activity 12% 2% 4% 
If the percentages do not add up to 100 jt is because of missing values. 
10% 
The level of participation data indicates that the pilot students participated in 
85.25% of the activities. This high level of participation ensured their assessment of 
the activities was valid. The majority of students reported that they liked the 
activities, felt they were relevant and recommended retaining them. Activities three 
and seven attracted the highest percentage of students who disliked the activity 
( 12% for activity three, 8% for activity seven). Similarly some students reported 
that these activities were not relevant (10% for activity three, 8% for activity seven) 
and that they should be deleted from the program (12% for activity three, 10% for 
activity seven). These activities require small group discussion and the dynamics of 
the group may have impacted on the students' perceptions of these activities. 
Regarding activity three students commented that they were "a little confused about 
what was required" and that not all students, "took the activity seriously." 
Similarly, students comments regarding activity seven focussed on other students, 
"messing about" and that the situations were not, "risky enough" and should be 
more, "interesting." Although a small percentage of students reported that all 
activities should be modified very few students provided actual suggestions for 
modifications. Those that were consistent with the evidence-based features and 
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reflected a consensus of student and teacher comment have been incorporated into 
the curriculum. 
Evaluation Workshop 
An evaluation workshop was conducted at the conclusion of the pilot to further 
refine the teaching program. The pilot teachers and the SHAHRP 2000 researchers 
attended the workshop. Each activity in the program was discussed_a�d assessed by 
the pilot teachers according to content, methoQs, relevance to age, timing and 
training. In addition, the process evaluation forms that required comment on level 
of activity completion, teacher response and suggestions to retain or modify for 
each activity were reviewed. The evaluation workshop was audio taped and a 
written record was also undertaken. 
The pilot teachers viewed the program positively. They agreed that no extra content 
needed to be included and that none of the existing content should be deleted. 
Similarly they all agreed that the teaching strategies were appropriate, with no 
recommendation that different strategies be included or existing ones deleted. The 
teachers thought that the students appreciated that no formalised writing was 
required and this was a motivating factor in each lesson. 
The teachers were unanimous in their perception that the activities were all relevant 
to the students. The teachers indicated that non-drinkers contributed in all activities 
and that the program did not normalise drinking for the non-drinkers. 
It was suggested that the sequencing of activities in lessons one and two should be 
changed due to the amount of resources required to be organised for these activities. 
Supportive of this suggestion was that the only activity that drew comment 
regarding the timing was activity one where one teacher indicated they had to rush 
to complete it. This is supported by the 'level of completion data where the only 
activity that did not achieve 100% completion was activity one. Each activity was 
reviewed individually and any recommendations for modifications were 
documented. Those which were consistent with the evidence-based features and 
reflected a consensus of teacher and student comment, were incorporated into the 
curriculum. 
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Discussion 
A major concern in obtaining accurate evaluation of education programs, is the 
issue of fidelity of implementation and whether the program has been implemented 
as intended adequately enough to make the evaluation valid (Basch et al ., 1985). 
Due to the nature of teaching, teachers are renown for modifying programs and 
'going with the flow' of student interest. This may have advantages in the 
classroom but can limit the evaluation of the program. If the program has not been 
.. -
implemented adequately, any evaluation of that program is questionable. Critical to - -
the evaluation of the curriculum developed in this study, in terms of relevance to 
students and acceptability to teachers, were the fidelity of implementation by 
teachers and the level of participation of students. Measuring the level of 
implementation and the level of participation relied on teacher and student self­
report data. It appears that there is not one best· method of measuring 
implementation. It is best measured through a triangulation of measures, each of 
which has it's own limitations but 'together provide a strong indicator of 
implementation (Holder & Gruenewald, 1998; Pentz & Trebow, 1997). 
Implementation measures used in this study included teacher training, teacher self­
report, student self-report and teacher attendance at an evaluation workshop. 
Teacher training is an important method of increasing the potential that the 
curriculum will be implemented as intended (Lyle et al., 1994). This study trained 
teachers in each activity thereby providing a practical model from which teachers 
could compare and guide their own teaching. In addition this enabled teachers to 
reflect on the quality of their own implementation. Consequently this reduced the 
variability in implementation that may have occurred if individual teachers based 
their implementation on their interpretation of the written curriculum. 
The teacher and student self-report data and the teacher evaluation workshop 
provided a rich amount of data that were analysed using both statistical and 
descriptive means. This ensured that the implementation data could be compared 
against each other so that a deeper understanding of issues affecting 
implementation could be identified. 
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Lesson observation as a measure of implementation was not considered because 
although it can reduce self-report bias there are several limitations with this 
method. These include teachers declining involvement if unannounced access was 
required, performance bias if observations were pre-planned, difficulty in the 
coordination of visits, unexpected rescheduling of lessons, teacher discomfort and 
class disruption (Lyle et al., 1994). 
The statistical analysis of the implementation of_the curriculum developed in this 
study indicates an overall implementation of 99.5%. The high overall- level of 
participation of students (85.25%) supports this high level of implementation. 
These results are similar to other studies that have used various means and 
measures to optimise implementation (CPIPP, 1 998; Spooner et al. , 1 998; 
Resnicow et al., 1998). This ensured that the teachers and students evaluated the 
actual curriculum developed in this study. 
, 
The activity that did not achieve full implementation was the second activity in the 
lesson. This can be accounted for by the time constraints mentioned by the teachers 
both through the self-report data and at the evaluation workshop. However, it may 
also be that there may have been toe-much content in the activities in this lesson or 
that the initial activity may have been allowed to run over the recommended time 
because of teacher/student interest. Accordingly this lesson has been modified in 
the following way to reflect a consensus of teacher and student comments while 
remaining consistent with the evidence-based features: 
• Activity One (lesson one): Make the last round optional depending on 
time. This is consistent with student comment that the mimes required 
more time and teacher comment that they felt ' rushed' to complete the 
activity. 
• Activity Two (lesson one): Swap with activity three (lesson two) due to 
the organisation time required preparing resources for lesson one. 
The majority of students and all the teachers appear to have viewed the curriculum 
positively. The teacher and student self-report process evaluation forms that 
indicated a liking for the activities support this. The conceptual basis of the study 
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and the active nature of the activities appear to have been key factors in maintaining 
interest in both teachers and students. The activities had their basis in student 
experiences and were developed with the input of teachers. The scenarios and 
activities explored issues that were obtained directly from students during the focus 
group interviews. Consequently the students viewed the majority of activities to be 
relevant to young people their age. This is supported by the student self-report data 
that indicates the majority of students perceived the activities to be relevant. 
- . �  
Activities three and seven attracted· the highest p�centage of students who disliked 
the activity. Similarly some students reported that these activities were-nol relevant 
and that they should be deleted from the program. This is consistent with the 
teacher self-report data that indicated activities three and seven were the two 
activities that one teacher was unsure if they liked or disliked. In addition these two 
activities attracted the most recommendations for modification both from the 
teachers self-report data and during the evaluation workshop . The few suggestions 
made by the students to modify these activities were similar to the teacher 
recommendations. Accordingly these activities have been modified in the following 
way to reflect a consensus of teacher and student comments while remaining 
consistent with the evidence-based features: 
• Activity Three: Provide back up questions for both sexes based on focus 
group information to address potential problems caused by an imbalance 
in class numbers of each sex and a similarity in questions. The teachers 
felt that the students' answers were not broad enough and this limited 
discussion. It was suggested that gender specific issues in addition to 
gender specific questions be incorporated into the activity to broaden the 
. . 
discussion. This is consistent with the student self-report data that 
indicated 10% of students recommended modifications should be made 
to this activity. The students' comments indicated that clearer question 
guidelines were required. Similarly, two students felt that this activity 
marginalised students who had never been drunk therefore instructions 
need to be modified to address this. 
• Activity Seven: Many of the situations are similar due to the level of 
alcohol use therefore, make some 'drug factor' cards more risky. Include 
using cannabis in combination with alcohol as a 'drug factor' . Include 
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more coaching points about the interaction of alcohol and other drugs, 
eg. Asthma medication, antibiotics and cannabis. This is consistent with 
the student self-report data that indicated 8% of students recommended 
modifications should be made to this activity. The students ' comments 
called for more 'extreme' situations and that the cards be made more 
interesting. 
This study was based on the following research q!:!_estions. 
• Will a post compulsory, alcohol education curriculum that incorpotates student 
input and the evidence-based features be perceived as relevant, acceptable and 
appropriate by the student population that it is designed to influence? 
• Do the teachers who have implemented the curriculum perceive the curriculum 
to be acceptable to teachers and easily implemented in the classroom? 
,. 
Clearly the majority of students perceived the post compulsory education 
curriculum developed in this study to be relevant, acceptable and appropriate. 
Modifications have been made to activities that some students thought were not 
relevant or acceptable. In addition the teachers who implemented the curriculum 
perceived the curriculum to be acceptable and easily implemented. In light of 
teachers' comments, modifications have been made to some activities to increase 
the ease of implementation. The resulting curriculum has been included as 
Appendix 8. 
l l l 
CHAPTER S 
CONCLUSION 
Alcohol is the drug of choice of most Australians and many young Australians view 
alcohol use as a ' right of passage' to adulthood (Shanahan et al., 1999; Midford et 
al., 1 996; Saunders & Baily; 1 993; Australian Drug Foundation, 1 994). 
- -
Unfortunately many young people adopt hig!J risk patterns of drinking and 
consequently experience acute health and social harms due to theif alcohol use 
(McBride et al., 2000b; Shanahan et al., 1999; Midford et al., 1 996; Saunders & 
Baily, 1993; Australian Drug Foundation, 1994; Spooner et al., 1 996). Furthermore, 
there is a rapid increase in drinking at ages 13- 14  years and again at age 16  (Blaze­
Temple et al., 1990; Department of Health and Family Services, 1996). Given that 
the majority of young people appear to initiate alcohol use during their school years 
it is appropriate that alcohol education should be incorporated into the school health 
curriculum (McBride et al., 2000). Accordingly in Western Australia alcohol 
education occurs typically in years eight and nine ( 13- 14  year olds). However, 
currently little or no alcohol education occurs in the post compulsory years ( 16- 1 7  
year olds) (School Drug Education Project, 1999) . Given the increase in alcohol use 
at age 16, that driving may be an issue within the next year, and that young people 
of this age are likely to begin drinking in hotels and night cubs, it is apparent that 
the harms they are likely to encounter will be different and more acute than those 
reported by junior high school students. Clearly, alcohol education that addresses 
these issues is necessary for post compulsory students. The challenge for educators 
. . 
therefore, is to decide what is a realistic and achievable goal regarding alcohol 
education for these young people, given that the majority of young people do drink 
and will continue to drink as adults (Midford & McBride, In Press). 
Consequently this study focussed on the development of an alcohol curriculum for 
post compulsory students. The conceptual basis of this study was in harm 
minimisation that has considerable justification in terms of what school-based 
education can realistically achieve. Given that alcohol is legal, socially acceptable, 
prevalent and its use is supported by the broad community norms, a harm reduction 
approach is particularly relevant to alcohol education for young people (Midford & 
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McBride, In Press; Shanahan et al. , 1999). Programs that focus on abstinence 
promote messages that are not realistic for many young people and do not provide 
useful strategies to minimise harm caused by young peoples' own and others use of 
alcohol. In addition, these messages are likely to be inconsistent with young 
peoples' alcohol experiences therefore threatening the credibility of teachers and 
the relevance of the program (Beatty, 1996). Furthermore, students and teachers 
support a harm minimisation approach as it facilitates honest and open discussion 
of alcohol-related issues of concern to young pe_ople and realistic harm reduction 
strategies (Midford & McBride, 1997). 
In this study the development of a classroom-based alcohol education curriculum 
was selected in preference to a whole of school approach. A whole of school 
approach is based on the philosophy that health promotion messages should be 
provided across the whole school and that these messages should complement and 
reinforce the broader community messages. It involves the classroom curriculum, 
school policy and wider community involvement. Although such an approach is 
theoretically sound, it generally requires substantial external financial assistance 
and expertise. In addition it is only as good as its component parts (McBride et al. ,  
2000). One of the reasons that a classroom curriculum was selected in this study 
was that it is the only component even within a whole of school approach that 
ensures direct interaction with all students. 
Particular attention was paid to the formative development of the curriculum 
developed in this study. This ensured that the curriculum was based on evidence 
. . 
from the health and education research traditions regarding what works in 
influencing student behaviour in a school setting. Accordingly, this study has 
combined successful elements from previous drug education programs into a 
practically relevant curriculum that can be easily implemented by teachers. By 
building on previous studies, this study provides a greater understanding at the 
development level of the variety of alcohol-related issues faced by young people 
and the curriculum elements that need to be included, if a curriculum is to deal 
comprehensively and effectively with these issues. Although the results of this 
study cannot be generalised, the random selection of students and schools involved 
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in the study ensured a broad socio-economic representation thereby increasing the 
transferability of findings to other similar populations in similar schools. 
During the development of the post compulsory education curriculum, significant 
attention was paid to the needs of students. The process of involving students 
during the preliminary and subsequent stages of the development of the curriculum 
was crucial. The twelve focus groups that were conducted with ye� �elve students 
were invaluable as they provided information about young peoples' perspective 's 
on alcohol-related issues and educational methods likely to be effective w""ith young 
people. The development of the curriculum has been guided significantly by what 
these students were saying about the reality of young peoples ' alcohol use 
experiences. Consequently, the insights gained from the focus groups have been 
incorporated into the curriculum developed in this study, thereby directly targeting 
the alcohol-related issues identified by young people as relevant and of concern to 
them. In particular, the curriculum incorporates alcohol-related scenarios generated 
from the focus group information relating to commonly encountered harms, 
realistic harm reduction strategies, and commonly identified drinking settings. In 
addition, the curriculum examines gender specific alcohol-related harms and issues, 
the issues surrounding drinking and driving and explores how students can find that 
line between having fun and losing control. The curriculum also examines how 
young people can help friends to stay safe in situations where alcohol is available, 
focusing on strategies to minimise the potential harms that can happen at parties. 
The young people involved in the focus groups were adamant that an abstinence 
focussed program would be regarded as irrelevant by most post compulsory 
students indicating that an activity based harm minimisation program was the only 
type of program that would engage students interest. Consequently, the education 
materials were developed incorporating a harm minimisation and student centred 
approach, focusing on activities that are relevant to students. This non-judgemental 
approach allowed students to make their own decisions about alcohol-related issues 
therefore , decreasing the potential marginalisation of both drinkers and non­
drinkers. 
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The students' perceptions of the curriculum and their participation in it confirmed 
the initial student focus group findings, that for alcohol education to be viewed 
positively by students it needs to be done in a manner that is relevant, 
contemporary, activity-based and does not give an abstinence only message. As a 
result, the post compulsory education curriculum developed in this study appears to 
have been viewed as a positive and relevant program by the students it sought to 
influence: 
R: Loved this, makes _you realise things yQu might otherwise have found out 
the hard way. , '" 
R: It was fun and very progressive. 
R: People don' t  realise how dangerous and how harmful the consequences 
are of drinking too much and getting out of control. Maybe this will help 
some to consider the harm before their actions. 
R: I learnt a bit and also related it to my own previous personal situations 
and also that of friends. It made me see things a little differently. 
In addition, particular attention was paid to the needs of teachers. The discussions 
with current health education teachers and health professionals provided a valuable 
insight into the content and teaching strategies that would be appropriate in a 
classroom setting. The teachers and experts supported the students' call for a harm 
minimisation, activity based curriculum. In fact many of the teachers and health 
professionals' recommendations supported the suggestions made by students. In 
particular, the teachers and experts recommended interactive teaching strategies 
involving brainstorming, working in pairs, small group discussion, role-play and 
practical demonstrations. Furthermore they suggested that activities be based on 
alcohol-related scenarios generated from the focus groups conducted with students. 
Many of these activities have not previously been used in other alcohol education 
programs or have been adapted from existing activities. To optimise the potential 
for implementing these activities as intended the teaching manual is prescriptive 
and the teacher training was heavily oriented towards modelling desired teacher 
activity. 
The process of involving current health education teachers and 'experts ' in the 
development of content and strategies appears to have resulted in a curriculum that 
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was viewed as positive, acceptable and appropriate by the teachers who have taught 
it: 
R: I just loved it. The activities were great and relevant to the kids. Someone 
from a careers class said to my students, 'you should be doing what we' re 
doing; its great, we get prizes' . My students responded what we are doing is 
better. 
R:  Fantastic program ! Even the reluctant kids participated. qEite well. I 
like the variety of activities. Not all the.. kids are going to like every 
activity but there is something for everyone! 
R :  I have loved the lessons. The situations really make the students 
think! 
Care was taken to link the curriculum to the Western Australian Curriculum 
Framework. This provided the local education context in which the curriculum was 
developed. Given the Western Australian Curriculum Council has indicated that 
' new' approaches to the post compulsory curricula are required, the curriculum 
developed in this study not only addresses specific Health and Physical Education 
learning outcomes but also many of the overarching learning outcomes. 
Accordingly, the curriculum could be implemented across several learning areas 
including, English and Society and Environment. 
One of the most valuable aspects of the study was 'putting the materials to test in 
the real world' of the classroom, thereby gaining insight into the potential 
effectiveness of the curriculum in terms of student outcomes. Alcohol consumption 
is an established part of Australian society and young people perceive drinking 
alcohol to be a social norm. Society therefore, has an obligation to educate and 
support its young people in the most effective way to ensure that they keep safe in 
the short term and develop a sound foundation for life long decision making about 
alcohol. The curriculum developed in this study appears to have provided a realistic 
goal of harm reduction in respect to alcohol education for post compulsory 
students. The process evaluation data from both students and teachers indicated that 
it was faithfully implemented and consequently evaluated as a relevant and 
beneficial resource in alcohol education. This study did not however, address 
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student outcomes in terms of behaviour change. To determine if it is effective 
regarding behaviour change it will need to be tested empirically. 
It is important that alcohol education be assessed in terms of evidence. In this way 
it would be possible to differentiate between those programs that are well known or 
marketed attractively from those that actually bring about change in student 
behaviours. Of concern is the political and moral influences that i�PjlCt on alcohol 
education and may result in certain approaches .being promoted ahead of proven 
programs. Lessons should be learnt from the American experience wnere a great 
deal of money is spent on marketing programs that have either not been evaluated 
or have been shown to be ineffective (Dusenbury et al., 1997; Hansen et al., 1993). 
Unfortunately there is evidence that these mistakes of the past are being replicated 
in Australia (Hawthorne et al., 1995; Hawthorne, 1996). It is imperative therefore 
that researchers and educators investigate alternative approaches to alcohol 
education, on the basis that achieving some beneficial change in behaviour is 
preferable to failing dismally in preventing young people from drinking (Midford 
and McBride, In Press). 
Recommendations from this Study 
The findings of this study indicated that an evidence-based, harm minimisation, 
alcohol education curriculum designed for post compulsory students was viewed as 
relevant by students and acceptable by teachers. In addition, such a curriculum may 
off er potential benefits to students in terms of behaviour change. Therefore the 
following research recommendations are made: 
. . • A large scale, randomised control trial evaluating the effectiveness of a harm 
minimisation approach to post compulsory alcohol education should be 
undertaken. This study should be longitudinal and track students after the 
intervention has been completed (year eleven) and then one year later (year 
twelve). Measures of change should include knowledge, attitudes, patterns of 
consumption, harms caused by young peoples' own use of alcohol and harms 
caused by other peoples' use of alcohol. Patterns of consumption should not 
only measure amount and frequency of alcohol consumption but also the effect 
of settings and supervision on consumption. 
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• Current alcohol education programs that focus on the negative aspects of 
adolescent alcohol use should be evaluated to determine their influence on 
student behaviours. Many students indicated extremely strong negative 
reactions to 'don't drink' messages some indicating these statements resulted in 
them drinking more. Certainly many students indicated that these messages 
made them, "tune-out." Many current programs have non-use as their primary 
goal. It may .be possible that these abstinence-focussed prc_>gJams actually 
contribute to young peoples' decisions about drinking alcohol. Furthermore 
these programs may marginalise those already drinking. 
• Given the potential barriers to implementing post compulsory alcohol education 
within the Health and Physical Education learning area due to time tabling 
constraints in some schools, the feasibility of implementing the curriculum in 
other learning areas needs to be explored. The curriculum developed in this 
study addresses many of the Western Australian Curriculum Frameworks' 
overarching learning outcomes. Therefore it has the potential to be implemented 
across several learning areas, including English and Society and Environment. 
• It was clear from the focus group discussions that the harm reduction strategies 
promoted in the community are largely unrealistic for young people. More 
extensive formative research with young people needs to be conducted to 
identify what messages will be seen as realistic for young people and what is 
the most effective way of promoting these messages. There was some evidence 
from the focus groups to suggest that some young people may already be 
adopting some harm reduction strategies. Further research that identifies the 
factors most important in young peoples' decisions to reduce the risks from 
. . 
alcohol use needs to be conducted in order to gain a clearer understanding of 
what harm reduction messages are likely to be effective with young people. 
• The apparent success of the curriculum in terms of relevance to students and 
acceptability to teachers appears to be due to the collaborative process used to 
develop the curriculum. The involvement of young people in the initial and 
subsequent phases ensured the curriculum addressed issues that were relevant to 
the young people it sought to influence. Furthermore the involvement of current 
teachers resulted in a curriculum that was viewed positively by those who 
taught it. This process should be further investigated by other researchers and 
educators wishing to develop a broad range of alcohol, other drug and health 
1 18 
education curriculum materials in order to maximise the potential influence that 
this cost effective and equitable approach may contribute to school health 
education. 
.... 
.,. 
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Appendix I :  Example of Teacher Self 
Report Process Evaluation Form 
Fax to: Fiona Farringdon, 9486 9477 
National Drug Research Institute 
Tel: 9426 4214 
Name: 
School : 
Term: 
Day: 
Period: 
FAX NOW 
This form is the process evaluation for lesson one of the year 11 
program. Please fill in immediately after completing the lesson 
and Fax to: Fiona Farringdon Fax Number: 9486 9477 
LESSON ONE 
ACTIVITY 2 THE STORY SO FAR 
LEVEL OF COMPLETION 
COMPLETED ACTIVITY (90 - 100% ) 
COMPLETED MORE THAN HALF OF THE ACTIVITY 
COMPLETED LESS THAN HALF OF THE ACTIVITY 
TEACHER RESPONSE 
Tick the appropriate box 
D 
D 
D 
Circle the appropriate number 
1 . . . . . . . . . .  2 . . . . . . . . .  3 . . . . . . . . .  4 . . . . . . . . .  5 
ENJOYED ACTIVITY DISLIKED ACTIVITY 
COMMENTS 
p 
T 
0 
Appendix 2: Example of Student Self Report Process Evaluation Form 
1--
-
LESSON ONE 
ACTIVITY 1 THE STORY SO FAR 
RATE YOUR LEVEL OF PARTICIPATION IN THIS ACTIVITY Tick the appropriate box 
PARTICIPATED FULLY 
PARTICIPATED IN MORE THAN HALF OF THE ACTIVITY 
PARTICIPATED IN LESS THAN HALF OF THE ACTIVITY 
RANK YOUR RESPONSE TO THE ACTIVITY 
D 
D 
D -- -
Circle the appropriate number 
1 . . . • . . . . . .  2 . . . . . . . . •  3 . . . . . • . . .  4 • . . . . • • . .  5 
ENJOYED ACTIVITY DISLIKED ACTIVITY 
INDICATE YOUR RECOMMENDATION FOR .XUE ACTIVITY Tick the appropriate box 
KEEP THE ACTIVITY AS IS 
KEEPTHE ACTIVITY BUT MODIFY 
DROP THE ACTIVITY 
SUGGESTED MODIFICATIONS 
D 
D 
D 
Appendix 3: Student Focus Group Invitation 
Dear Student 
I am writing to yo� as a Masters St!Jdent from Edith Cowan University to invite you 
to participate in a focus group discussion about alcohol-related issues relevant to 
young people and educational strategies likely to be effective with young ye9ple. You 
have been randomly selected along with thirteen other year 12 students from your 
school. During the discussion you will not be asked about your personal experiences 
and any comments you make should be in the third person to protect your privacy 
and that of others. 
The focus group you are invited to participate in will involve seven participants from 
your school and will be conducted by a r.esearcher. No teachers will be present at the 
focus group. During the focus group you will be free to decline to answer any 
question or discuss any issue. You may withdraw your consent and terminate your 
participation at any time. The focus group will be audio taped and then transcribed 
but there will be no identifying evidence on the cassettes or transcriptions. You will 
have access to the transcription if you so desire. Only the researcher will have access 
to the data from the focus group which will be stored in a locked filing cabinet and 
will be destroyed once it has been analysed. The focus group will last for 
approximately one hour and will take place at the school on _____ _ 
At the conclusion of the focus group and after full participation, each participant will 
be presented with a CD voucher to the value of $20.00. If you are willing to 
participate please read and sign the attached consent form and return it to 
_______ by _____ . Parental consent is required so please give your 
parents the enclosed letter today and if they approve ask them to sign the consent 
form. If you have any questions or require further clarification please contact me on 
942442 14. If you do not wish to participate please inform --------------­
immediately. 
Thank you for taking the time to consider this invitation. I look forward to meeting you. 
Yours sincerely 
Fiona Farringdon 
Appendix 4: Letter to Parents About Focus Groups 
Dear Parent 
I am writing to you as a Masters student from Edith Cowan University to request 
permission for child to participate in a focus group discussion about..alcohol-related 
issues relevant to young people and educational strategies likely to be effective with 
young people. Your child has been randomly selected along with thirteen other year 
12 students from the school. During the discussion your child will not be asked about 
their personal experiences and any comments they make will be in the third person to 
protect their privacy and that of others. 
The focus group your child has been invited to participate in will involve seven 
participants from your school and will be conducted by a researcher. No teachers will ,. . be present at the focus group. During the focus group your child will be free to 
decline to answer any question or discuss any issue. They may withdraw their 
consent and terminate their participation at any time. The focus group will be audio 
taped and then transcribed but there will be no identifying evidence on the cassettes or 
transcriptions. Your child will have access to the transcription if they desire. Only the 
researcher will have access to the data from the focus group which will be stored in a 
locked filing cabinet and will be destroyed once it has been analysed. The focus 
group will last for approximately one hour and will take place at the school 
on ________________ at ------------· 
At the conclusion of the focus group and after full participation, each participant will 
be presented with a CD voucher to the value of $20 .00. If you are willing to provide 
permission please read and sign the attached consent form by . If 
you have any queries or require further clarification please contact me on 94264214. 
Thank you for taking the time to consider this request. 
Yours sincerely 
Fiona Farringdon 
Appendix 5 Student and Parent Consent Form (Focus groups) 
ALCOHOL FOCUS GROUP CONSENT FORM 
This is to certify that I, (full name) consent to participate 
in a focus group discussion about alcohol related issues relevant to youn? p�ople and 
education strategies likely to be effective with young people. 
I am aware that the focus group will involve at least six other year 12 students from 
my school and will last for approximately one hour. 
I am aware that the researcher will conduct the focus group and that no teachers or 
parents will be present. 
I am aware that the focus group will be audio taped and transcribed and that I have 
access to the transcriptions if I so choose. 
I am aware that there will be no identifying evidence on the cassettes and 
transcriptions and that these will be destroyed after they have been analysed. 
I am aware that only the researcher will have access to the data obtained from the 
focus group and that this will be stored in a locked filing cabinet at The National 
Centre for Research into the Prevention of Drug Abuse. 
I am aware that I am free to decline to answer any questions or to discuss any issues 
during the focus group. 
I am aware that I am free to withdraw my consent and terminate my participation at 
any time. 
I have been given the opportunity to ask whatever questions I desire and all such 
questions have been answered to my satisfaction. 
I have read and understand the statements contained in this document. 
Student Name Parent Name __________ _ 
Signature. ____________ _ Signature ------------
Appendix 6: Passive Consent Form for Pilot Students and Their Parents 
STUDENT AND PARENT CONSENT FORM 
YEAR ll ALCOHOL EDUCATION 
I am a master's student from Edith Cowan University and am conducting an 
alcohol education research study in Western Australian schools. The study had 
received funding from Healthway and had ethics approval from Edith Cowan 
University. The study aims to develop an alcohol education program for year 
eleven students as prevalence data indicates that there is a rapid rise in drinking 
alcohol at age 16. In addition, the harms young people encounter due tQ their own 
use or someone else' s  use of alcohol tend to be acute. 
_____ high school has been randomly selected and approximately thirty 
year eleven students have been randomly selected to participate in the study. Your 
child is one of those who have been selected to participate. This will involve your 
child, as part of a class, piloting a four-week alcohol education program for year 
eleven students. The program has been developed through consultation with current 
health education teachers; experts in the field of alcohol and other drugs and 
discussions with young people regarding alcohol related issues relevant to them. 
The program aims to provide students with the knowledge and skills to reduce the 
alcohol-related harm caused by their own or other people' s use of alcohol. It will be 
taught by ----------· 
At no time will your child be asked to disclose any of their own experiences and 
students will be directed to use the third person when participating in discussions. 
Your child will be free to withdraw from participating in activities at any time. 
If you have any questions or concerns regarding the program please contact Fiona 
Farringdon on 9426 4214. 
If you or your child does not consent to their involvement please complete the tear 
off section below and return it to by --------· 
x x  
x 
x x  x x  x x x x x  
I do not consent to (child's name) 
involvement in the year eleven, alcohol education program. 
Parents signature: Students signature: ---------
Date 
Appendix 7 :  Focus Group Interview Schedule 
1 .  What are your thoughts about young people your age drinking 
a lcohol? 
Prompts: Do you think it's ok? Why? 
Do any of you have any problems with young people your age 
drinking? Why? -
Can you think of anything else that is ok or you have problems with 
about young people drinking? 
Why do young people your age choose to drink/ not drink? 
Are there any other reasons why young people might choose to drink 
or not to drink? 
What do you think about these reasons? Are they OK/ not OK? Why/ 
Why not? ., 
2. Where do young people your age tend to drink alcohol? 
Prompts : Anywhere else? 
Is the drinking different depending where it is done? Why? 
Do young people drink with different people depending on where it is 
done? Why? 
Does this affect the type of drinking? 
3a. How much alcohol do young people your age drink? 
Prompts: Does it vary? Why? 
Does the place of drinking influence how much is drunk? How? 
Does who you're with influence how much is drunk? How? 
Do young people drink more or less if no parents are present? How? 
Do young people drink with parents? When? Does this affect how 
much is drunk? 
Do young people your age drink alone? Why? How much? 
Does the reason for drinking influence how much is drunk? How? 
3b. How often do young people your age drink alcohol? 
Prompts: Does it vary? Why? 
Does the reason for drinking influence how often young people drink? 
How? 
Does who you're with influence how often young people drink? 
How? 
4. Where do young people your age get their alcohol? 
Prompts: Do young people experience any problems getting alcohol? Why/ Why 
not? 
5a. What sorts of harms/problems do young people your age 
experience due to their drinking? 
Prompts: General sorts of harms 
Do the harms differ depending on tlie place of drinking? How? 
Do the harms differ depending on the amount drunk? How? 
Do the harms differ depending on the reason for drinking? How? 
Do the harms differ depending on whom you're drinking with? How? 
Are there problems with getting home? 
Does experiencing harms affect drinking the next time? Why/Why 
not? How? 
5b. Are their harms that are specific to each sex? 
Prompts: Do the harms differ according to place, amount, reason for drinking? 
Are there harms specific to the opposite sex? Do these differ 
depending on setting, amount drunk and reason for drinking? 
5c. What sort of harms are caused by other peoples drinking? 
Prompts: General harms? How does this affect young people? 
Do these harms differ according to the place, amount drunk and 
reason for drinking? 
6. What sorts of things do young people your age do to reduce the 
harms/problems caused by drinking? 
Prompts: Are there things that young people should do to reduce harm? What 
are they? 
Do young people think about doing things to reduce harm? Why/why 
not? 
7 .  What do you think about alcohol education for young people? 
Prompts: When did you do it? 
What was it like? Was it relevant to you? 
When should you do it? 
Do you do any in upper school? 
Do you think you should? Why/ Why not? 
8. What sort of alcohol education for young people your age would be  
useful and engaging? 
Prompts: What type of infonnation/ strategies would you recommend? 
What type of infonnation/ strategies would you avoid? 
Think about any past education (not necessarily about alcohol) that 
you really liked? 
What was it about that education that made it work for yo�::17 
What can we do to make post compulsory alcohol education work for 
you? 
, 
Appendix 8: Teacher / Expert Meeting Format 
1 Overview of Study 
Include : Prevalence data indicating next rise in drinking occurs at 16  
plus evidence based features have resulted in  this formative 
work being undertaken regarding an upper school program 
2 Summary of Findings from the Year 12 Eocus Groups 
Include: Main issues 
Education Strategies 
Quotes 
3 Task 1 - Small group brainstorm / discussion regarding the content I 
issues that should be incorporated into a year 1 1  alcohol education 
program 
When outlining task make the following points: 
Not trying to re-invent the wheel, therefore looking for examples from your 
experience that has worked well in the past and may be appropriate for year 
1 1  students. Also tapping into your experience with year 1 1  students to see 
what you think they will find engaging. 
Use the following prompts if necessary: 
Should there be a main focus? What? 
If not why not? 
What utility knowledge should be incorporated? 
What skills should be incorporated? 
Write suggestions on cards (one colour) and number them. 
Place cards on pin-up board. 
Allow for comment from the whole group and try to group similar content 
areas 
4 Task 2 - Small group brainstorm / discussion regarding the strategies 
that should be used in a year 1 1  alcohol education program 
When outlining task make the following points: 
Again not trying to re-invent the wheel, therefore looking for examples from 
your experience that has worked well in the past and may be appropriate for 
year 1 1  students (may or may not be health related. Also tapping into your 
experience with year 1 1  students to see what you think they will find 
engaging. 
Use the following prompts if necessary: 
What are your thoughts about using a video? 
What sort of video ie. How will you feel tomorrow. Respect yourself? 
Bush Telegraph? 
How should it be used? 
What are some hands on/ practicaf strategies that can be used? 
What about role play with year 1 ls? Suggestions? 
Should any activities be sex segregated? Why?/Why not? 
Link strategies to suggested content/ issues 
Write suggestions on cards (different colour to content) and number them. 
Place the strategy cards next to the appropriate content cards and explaining 
the link. 
Allow for comment from the whole group. 
Appendix 9 :  The Post Compulsory Alcohol Education Curriculum Developed in this 
Study 
THE FINE UNE 
An Alcohol Educanon Program for Yeat 
Eleven Students 
The four lessons presented in this program 
are of 50 minutes duranon. 
THE FINE LINE 
An Alcohol Education Program/or Year Eleven Students 
Introduction 
The Fine Line is an alcohol education program designed for year eleven students that aims to reduce 
the alcohol related harm experienced by young people, at an age when alcohol use typically in­
creases. It reflects the National Drug Strategy by adopting a harm minimisation-approach; in this 
case aiming to reduce the level of alcohol related harms in students who drink alcohol, and to reduce 
the harms experienced by those students who do not drink alcohol, but socialise with others who do 
drink. 
The program draws on the findings of focus group interviews conducted with upper school Western 
Australian students which identified young people's alcohol use experiences, alcohol related harms 
that are of particular concern to young people, harm reduction strategies used by young people and 
educational approaches likely to be effective with young people. Therefore, the program is based on 
the experiences of young people and addresses the issues that are viewed as relevant by those it aims 
to influence. Current teachers of health education �_nd experts in the field of drug education were 
consulted during the development of the program regarding content and teaching strategies that 
were likely to engage the interest of year eleven students. In addition, the program incorporates 
evidence based features from the health and education research that can influence student behav­
iours therefore, maximising its potential for effecting behaviour change. 
The program comprises four, 50 minute lessons aimed at year eleven students hence, it is assumed 
that the students will have completed at least one alcohol education program during year eight or 
nine. Therefore, The Fine Line assumes students will have some basic knowlege of alcohol related 
facts, issues, harms and harm reduction strategies. It provides students with skills to enable them to 
minimise harm when in alcohol risk situations which they have identified as commonly encountered 
or of particular relevance. Lower school alcohol education programs that provide the necessary 
basic information include The School Health and Alcohol Harm Reduction Teaching Program, Re­
thinking Drinking, How Will You Feel Tomorrow and the School Drug Education Alcohol lessons. 
,'.' � \f t 
f, 
\• 
The Fine Linc was pi loted in three Western Austral ian schools in 1 999. Evaluation of the pilot 
phase helped to ensure that the program was an acceptable and usable package for both teachers 
and studenls . The resulting program reflects the input provided by pilot teachers and students. 
The teaching program includes the following: 
A teachers manual 
The "How Will You Feel Tomorrow" video 
The "Bush Telegraph" commercial 
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Session 1 : 
THE STORY SO FAR 
Intention: 
It is intended that in this session students should: 
• Revise pouring standard drinks 
• Revise some of the harms that can arise from young 
peoples use of alcohol and the harm reduction strategies 
used to minimise alcohol related harm -
• Revise some of the utility knowledge from the previous 
programs 
• Identify sex specific alcohol related issues 
• Consider the affect of sex specific, alcohol related behav 
iour on others 
Resources: 
Brainstorm sheets 
Textas 
White/black board 
Alcohol bottles with water in them 
Measuring jugs 
Glasses and disposable tumblers 
Prizes ( optional) 
Answer sheets 
Evaluation workbook 
A set of 'Myth mime' cards (one set per group) photocopied 
from the manual 
Set of 'He says/ She says' cards (one set per group) photocopied 
from the manual 
Question sheets 
ACTIVITY 1 :  OVERVIEW (5 minutes) 
A. Inform class that they will be involved in a four week alco­
hol, education program which is an extension of the work they 
did in years eight and nine. The goal of the program is 
harm reduction therefore, it is not the place of the teacher to tell 
students whether they should drink or not however, if they choose 
to drink this program aims to explore ways to help keep them 
safe. If they choose not to drink this program can help keep them 
safe in situations where others are drinking. 
Before developing the program, the writer talked to many young 
Western Australians of their age and the scenarios in the 
program are based on their experiences. 
Teacher Homework 
You will need empty bot­
tles of wine, stollies spirits 
and full strenght beer for 
this lesson. You will need to 
prepare a pouring station 
ie. fil l  up bottles with wa­
ter, have empty measuring 
jugs and have an empty 
bucket. 
You will need to photocopy 
a set of the� Myth Mine 
cards and back up He Says 
/ She Says cards from the 
manual 
Harm Minimisation 
Harm minimisation is a goal 
which includes a number of 
strategies including 
abstinence and non-use. 
These stra tegies aim to 
minimise the harmful effects 
of drinking to the drinker, to 
their friends, family, local 
community and to society. It 
is relevant to both drinkers 
and non-dri nkers, as 
dr inking affec ts others 
beside the drinker. 
Privacy 
Set up and manage classroom 
rules to protect privacy. Every 
teller of a story must take 
responsibility for protecting 
the privacy of those in the 
story. 
"The classroom isn 't a place 
for gossip so we won 't tell 
tales on others. " 
Privacy for the teacher 
You have the same right to privacy 
as your students. Sharing your 
opinion or perspective is valuable. 
More valuable is the way in which 
you promote enquiry on ethical 
issues. Use questions rather than 
answers . You can l isten and 
express concern for someone's 
safety without having to lecture 
them. 
Evaluation Sheets 
At the end of each lesson collect 
the student evaluation sheets. Stu­
dents should put their first names 
or initials on them for identifica­
tion purposes. 
Answer Sheets 
Each group will need 12  
answer sheets. 
Myth mine 
Photocopy enough myth 
mime sheets so each group 
has a set 
Timing 
Allow a maximum of five min­
utes per round. Keep to the time 
limit on the pouring of drinks 
and the mime. 
Scoring 
After each round call out each 
groups points and keep a running 
score on a white/ black board. 
Prize is optional. 
In addition, many of the activities are based on their 
suggestions about what might work and be seen as 
relevant by year eleven students. 
B. Hand out evaluation sheets. Direct students to 
unit outline. Direct students to the evaluation sheets and 
explain that at the conclusion of each lesson students will 
be asked to comment on the activities. For each activity 
the students will be asked to indicate the degree to which 
they participated in each activity, _t!J.e degree to which 
they liked or dislike each activity, the degree to which 
each activity is relevant to young people .and any other 
comment about the activity they feel is relevant. At the 
conclusion of the program the teacher will collect the 
booklets and send them to the writers. Ask if there are 
any questions or comments. 
C. Remind students about working cooperatively in 
groups, listening to each other, being non judgemental 
and protecting the privacy of themselves and others. 
ACTIVITY 2 :  THE STORY SO FAR 
(20minutes) 
A. Divide class into groups of four. Explain to students 
that they will be participating in a quiz (prize optional). 
Explain that they are to write answers to each question 
on a separate answer sheet with a texta in large print. 
When told to they are to hold up answers for the teacher 
to check . The teacher wi l l  keep a running score . 
Tel l  students that the quiz wi l l  involve answering 
questions, pract ica l  denmonstrations and m imes . 
Give students one minute to arrange seating, give their 
group a name and inform teacher of their group name. 
B. Tell students that there will be four rounds of five 
questions and that there will be time limits imposed. 
Round 1 
1 .  How does alcohol affect the brain? 
Answer: It slows messages to and from the brain, it 
depresses the central nevous system. 
2. Someone from your team has one minute to pour and 
measure a standard drink of wine. Your team can coach 
the pourer. The team that is closest and under the standard 
amount wins the point. 
Answer: The team that is closest and under the standard 
amount (100mls) wins the point. Bonus point for any team 
that can state how many standard drinks there are in a bottle 
of wine (7.5 standard drinks). 
3. Pick the odd one out and state why. 
Drinking coffee 
Having a shower 
Exercising 
Time 
Answer: Time because the others are all myths about sober­
ing up. 
4. Someone from your team has one minute to mime an alcohol 
related myth. The person miming is not allowed to talk. They can 
indicate yes and no by nodding or shaking their head. Write the 
myth on your answer sheet and hold up the sheet when directed 
by teacher. Send the representative to collect the myth from the 
teacher, your time starts now. 
Myth one: Alcohol is not a drug. Bonus point for first group 
to say why this is a myth. (Alcohol is a drug because it 
depresses the central nervous system). 
5. You want to have a good time at a party, but not lose con­
trol. What are three realistic things you can do? 
Answer: Any three realistic harm reduction strategies 
Teacher informs groups of their points after round one. 
Round 2:  
1. What organ breaks down the majority of alcohol in the body 
and how long does it take to break down one standard drink? 
Answer: The liver takes approximately one hour to break 
down one standard drink. 
2. Someone from your team has one minute to pour and measure 
a standard drink of full strength beer. Your team can coach the 
pourer. The team that is closest and under the standard amount 
wins the point. 
Answer: The team that is closest and under the standard 
amount (255ml) wins the point. Bonus point for any team that 
can state how many standard drinks there are in a stubbie of 
full strength beer. (1.4 standard drinks). 
3. Pick the odd one out and state why. 
Eating a meal before drinking alcohol 
Drinking water between alcoholic drinks 
Pouring your own drinks at a party 
Eating potato chips while drinking 
Answer: Eating potato chips while drinking because the oth­
ers are harm reduction strategies and eating salty foods makes 
you thirstier. 
Myths 
A myth is a collective belief 
created over time. Rather 
than being based on fact it 
can be based on wishful 
thinking. Sometimes myths 
become so well known, 
people belreve them to be 
true. 
,. 
Classroom rules and 
expectations 
This work is dependent on a 
working environment in the 
classroom based on respect and 
participation. Emphasise the 
importance of rules such as "No 
Put-downs" and an expectation 
that students will co-operate, 
contribute and respect 
individual differences. 
Guidelines for Females 
Females generally have less 
body mass than males, their 
bodies have less water and more 
fatty tissue. The alcohol in their 
system is more concentrated 
and therefore alcohol affects 
them more quickly than males. 
Males make more of a 
protective enzyme that breaks 
down alcohol than women. 
Females may metabolise 
alcohol more slowly closer to 
menstruation. The use of the 
contraceptive pill may slow the 
metabolic rate. 
4. Someone from your team has one minute to mime an al-
cohol related myth. The person miming is not allowed to 
talk. They can indicate yes and no by nodding or shaking 
their head. Write the myth on your answer sheet and hold 
up the sheet when directed by teacher. Send the representa-
tive to collect the myth from the teacher, your time starts 
now. 
Myth: Sobering up can be speeded up. Bonus point for 
first group to say why this is a myth. (It takes the liver 
one hour to metabolise one standard drink). 
5. A friend has offered you a lift homef_t.om a party. You are 
unsure how much t~ey have had to drink even though they 
say they are fine. List 3 things you can Jealistically do to 
ensure your safety. 
Answer: Any three realistic harm reduction strategies. 
EG. Say have planned for parents to pick you up etc. 
Round 3: 
I. List three factors that can affect BAC 
Answer: Gender, size, food in stomach, type of alcohol, 
amount of alcohol, speed of consumption. 
" 
2. Someone from your team has one minute to pour and 
measure a standard drink of spirits. Your team can coach the 
pourer. The team that is closest and under the standard amount 
wins the point. 
Answer: The team that is closest and under the standard 
amount (30ml) wins the point. Bonus point for any team 
that can state how many standard drinks there are in a 
750 ml bottle of spirits. (25 standard drinks). 
3. Pick the odd one out and state why. 
One to two beers a day 
At least 2 alcohol free days per week 
Less than 2 standard drinks a day for females 
Less than 4 standard drinks a day for males 
Answer: One to two beers a day. The other three are 
the low risk drinking guidelines for adults. 
4. Someone from your team has one minute to mime an al-
cohol related myth. The person miming is not allowed to 
talk. They can indicate yes and no by nodding or shaking 
their head. Write the myth on your answer sheet and hold 
up the sheet when directed by teacher. Send the representa-
tive to collect the myth from the teacher, your time starts 
now. 
Myth: Alcohol affects males and females at the same rate. 
Bonus point for first group to say why this is a myth. 
See coaching box for information about guidelines for 
females. 
5. A friend who has been drinking is getting aggressive. He is 
mouthing off and beginning to push someone. What can you real­
istically do to prevent a fight occuring? 
Answer: Any realistic harm reduction strategy, EG. get him 
away by saying that the host is getting concerned and is think­
ing about ringing the police. 
Round 4 (Optional, depending on time) 
I .  What is the law regarding alcohol for non-probationary and 
probationary drivers in WA? 
Answer: Legal limit is under .05 for non probationary and 
under .02 for probationary drivers. 
2. Someone from your team has one minute to pour and measure 
a standard drink of stollies. Your team can coach the pourer. The 
team that is closest and under the standard amount wins the point. 
Answer: The team that is closest and under the standard 
amount (250ml) wins the point. Bonus point for any team that 
can state how many standard drinks there are in a stubbie of 
stollies. (1.5 standard drinks). 
3. Pick the odd one out and state why. , 
Over 60% of drug related deaths in young people are alcohol re­
lated. 
It is illegal to drink alcohol in a public place if under the age of 18. 
It is illegal to supply alcohol to those under 18 in licensed premises. 
It is illegal to drink alcohol under the age of 18. 
Answer: It is illegal to drink alcohol under the age of 18. It is 
only illegal in public places, licensed premises and to sell alco­
hol to someone under 18. 
4. Someone from your team has one minute to mime an alcohol 
related myth. The person miming is not allowed to talk. They can 
indicate yes and no by nodding or shaking their head. Write the 
myth on your answer sheet and hold up the sheet when directed by 
teacher. Send the representative to collect the myth from the teacher, 
your t ime starts now. 
Myth: Illegal drugs like heroin cause more harm than alcohol. 
Bonus point for first group to say why this is a myth. (Alcohol 
is responsible for 82.5% of drug related deaths in young peo­
ple aged 15-19 years). 
5. A female friend who has been drinking is keen to go off with an 
older guy you don't know and you are concerned. What can you 
realistically do to prevent her from going? 
Answer: Any realistic harm reduction strategy, EG. get her 
away by saying his girlfriend has arrived. 
Statistics in Brief 
Recent data indicates that 
between 50% and 76% of 
young l 6- 1 7  year olds are 
current drinkers and that 
30% of young people ( 1 4  -
1 9  year olds) indicate they 
consume_ l!}cohol at least 
one day a week. In addi­
t ion, 46% of young people 
aged 1 6- l 7 years report 
they consume alcohol at a 
harmful level. Prevalence 
d·ata suggests there is a 
rapid increase on alcohol 
use between the ages of 13 
to 14 years and again at 16 
years. Alcohol is  responsi­
ble for 82.5% of drug re­
lated deaths in young peo­
ple aged 15- 19  years. 
Pouring Drinks 
Set up a central pouring sta­
t ion. Use alcohol bottles 
filled with water. You will 
need at least one empty 
bottle of wine, one empty 
sp irits bottle, six empty 
stubbies (full strength) or a 
couple of large bottles, six 
empty stubbies (Stollies), 
5-6 glasses for each type of 
drink (depends on number 
of groups), 5-6 measuring 
jugs, a large bucket and 
sponges. 
Research about  young 
males and females 
Studies have found that many 
young women (as high as 90%) 
report feeling sexually vulnerable 
as a result of their own or someone 
else 's alcohol use .  This sexual 
harm or vulnerability ranges from 
being stared at, to verbal or 
physical harassment, assault or 
rape. A small number of young 
men ( 10%) also report to feeling 
sexually vulnerable. A number of 
young women admitted to having 
regrets or feeling uncomfortable 
about some kinds of physical/ 
sexual experience which were 
associated with alcohol use. 
Studies also suggest that alcohol 
related violence is more likely to 
involve males  and occur at 
crowded parties. Young people 
consistently identify violence as 
a potential harm in drinking 
situations, particularly for males. 
Inter-related nature of 
health issues 
Allow and encourage the 
discussion about  sexuali ty, 
risks, reputation, relationships, 
friendships and conflict which 
may occur. There is an overlap 
between the topics of alcohol, 
relationships, sexuality, self 
esteem and mental health. 
*Teacher Homework* 
Photocopy and cut  out  
" Risk" cards for the next ses­
sion. Organise VCR. 
ACTIVITY 3: HE SAYS I SHE SAYS 
(20 minutes) 
A. Put students into sex segregated groups with approxi­
mately four in each. Provide each group blank cards. Ask 
them to brainstorm questions they have of the opposite 
sex regarding alcohol related behavour/issues relevant to 
that sex and the possible harms associated with that issue/ 
�ehaviour. Eg. A question for girls ; Why do girls flirt af­
ter they have been drinking, how do you think others view 
this and do they think of the possible harms associated 
with flirting?What are they? A questio...1.1 for boys : Why do 
boys get aggressiv� after they have had a few drinks, how 
do you think others view this and do jhey think of the 
possible harms associated with becoming agressive? What 
are they? Put each question on a separate card. (Allow about 
5 minutes.) (You may need to prompt students by refer­
ring to risks, reputation, relationships etc.) If there is an 
imbalance in numbers of males and females in the class or 
if they are having problems generating their own issues 
use the back up 'He Says / She Says' cards from the manual . 
B. Co1lect the cards keeping boys and girls cards sepa­
rate. Shuffle and distribute equal number of cards to groups 
of the opposite sex (you may wish to use the back up cards). 
Tel l  groups they have five minutes to discuss questions 
and come up with a "realistic answer for each question. They 
can write the answer on the back of the question card. 
C. Each group reads one question and provides their 
answer. Allow comment from other groups who may have 
had the same question and from the class. Keep rotating 
through groups until all questions have been covered. 
D. Use the following questions to extend the thinking 
of students: 
How common is this issue/behaviour? 
Does this behaviour concern those involved? 
Are young people aware how others view them in this 
situation? Does this concern them? 
What can young people do to modify their behaviour? 
ACTIVITY 4: Evaluation (5 minutes) 
Direct students to evaluation sheets for session one and 
ask them to complete it on their own and as honestly as 
they can. 
MYTHS FOR MIMES 
Myth One Myth Two 
Alcohol is not a Sobering up can 
drug be §peeded up 
Myth Three 
Alcohol affects 
Inales and 
f einales at the 
saine rate 
Myth Four 
.,. 
Illegal drugs like 
heroin cause 
more harin than 
alcohol 
He Says / She Says 
Questions for Males 
Why do some guys take sexual advantage of 
girls who have been drinking? 
How do you think others view the guy? _ _  
How do you think others view the girl? 
Who's fault is it? 
-
Why do some guys get more aggressive after 
drinking? 
What are the potential con,sequences? 
How do you think others view them? 
Is drinking with 'the boys' about image? 
Why?/Why not 
What sort of image? 
What are the potential consequences? 
How do you think others view this? 
Why aren't guys as concerned about the poten­
tial consequences of having sex when affected 
by alcohol as girls are? 
Do they considerer the potential consequences 
for both the male and female? 
Why/Why not? What are they? 
He Says / She Says 
Questions for Females 
Why do some girls get emotional after drink­
ing alcohol? 
What are the potential consequencesJ_ 
How do you think others view this? 
Why do some girls try to drink as much as 
boys and end up getting drunker? 
What are the potential consequences? 
How do you think oth�rs view this? 
Why do some girls have fights (verbal) after 
they have been drinking? 
How/why do they start? 
What are the potential consequences and how 
do girls feel about those? 
Why do some girls flirt after drinking? 
What are the potential consequences? 
How do you think others view this? 
Session 2: 
WORTH THE RISK 
Intention: 
It is intended that in this session students should: 
• Understand the concept of 'planning c<;mtrol' and how it 
can be used to minimise alcohol related harm 
• Understand the concept of 'damage control' and how it 
can be used to minimise alcohol related harm 
• Understand how different circumstances can lower or 
increase the risk in situations involving alcohol 
• Devise stategies to lower the risk in situations involving 
alcohol 
Resources: 
VCR and monitor 
"How will you fell tomorrow" video from the "How will you 
feel tomorrow" resource 
Brainstorm sheets 
White/black board 
Set of "Risk" cards photocopied from the manual 
Evaluation workbook 
,,,. 
ACTIVITY 1: HOW WILL YOU FEEL 
TOMORROW (20 minutes) 
A. Tell students they will be watching a short trigger video (How 
Will You Feel Tomorrow?) to use as the basis for some thinking 
and discussion. Because there is a lot going on in the video they 
will watch it twice. While they are watching it get them to focus 
on the characters and write down as many characters as they can. 
B. Brainstorm as many characters as possible. Teacher writes 
them on the board (may have to supplemement list). 
Girl with black hair who vomits in toilet 
Girl with blond hair who walks away from bed 
Girl with dark hair who is upset 
Boy with blond curly hair who vomits on table 
Boy with long hair, sculling beer and falls over 
Boy with long hair who is aggressive in street 
Boy with dark hair who is aggressive to girl 
Boy with black curly hair collapsed on ground 
C. In groups of approximately four, select one of the charac-
ters, watch the video again and focus on your selected character. 
Direct students to focus on what happens and how they think their 
character feels about what happened. 
Range of harms and 
strategies 
Ensure that a comprehensive 
range of harm are considered 
(social, emotional, sexual, 
physical) and supportive 
strategies. The emphasis of 
this lesson is the development 
of appropriate strategies 
The 'right' answer. 
There is no "right" answer in this 
activity. The game is designed to 
promote prediction, speculation 
and thinking forward into what 
might happen. 
Information. 
Use this as an opportunity to 
"top up" or remind students of 
certain info rmation .  Fo r 
example, you can die of drinking 
a large amount of alcohol in one 
episode, drinking can harm the 
unborn child, a large percentage 
of teenage drowning, occurs in 
connection with alcohol use. 
*Teacher Homework* 
Arrange VCR and perhaps a 
room swap for the next session 
Give each group a piece of butchers paper and a texta and 
tell students they will have 5 minutes to create a story about 
the ir character inluding the following (put these points on 
the board): 
l .  Who are they and where are they? 
2. Who are they with? 
3. What have they been drinking? 
4. What happens? 
5. What obvious harms do they experience, what other harms 
may they experience because of their behaviour and how do 
they feel about what happened? 
6. Was there a point where the harms may have been avoided 
or reduced? When was that point and what could they have 
done to reduce the harm, i .e. still hav� �good time but not 
lose control (planning control)? 
7. What can they no-w do to reduce any f}lrther harms that 
may occur due to their behaviour (damage control)? 
D.  Groups report back. If groups have chosen the same 
character ask subsequent groups to only report differences 
in their stories. Ask class for comments after each group has 
reported back. 
ACTIVITY 2: RISKY BUSINESS 
(25 minutes) 
A. Students work in pairs. Hand each pair one or two cards 
(depending on class numbers). 
B. Each pair takes turns to place their cards on the floor 
along the imaginary continuum from highest (at the right 
hand end) to lowest risk (at the left hand end). This can also 
be done with blue tac along the board. As they place their 
cards, they are to state the situation, explain the possible 
risk, and say why they choose to place it at that stage of the 
line. When it is their tum, they may also move any other 
card if they don't agree with where it has been put, as long as 
they explain why. 
C. Get students to think about how their situation could 
realistically become more risky. As they move their card they 
are to explain how their situation has become more risky. 
Again they may move any other card if they don't agree with 
where it has been put, as long as they explain why. 
D.  Get students to generate a realistic strategy to realisti­
cally reduce the risk for their situation. As they move their 
card they are to explain how their strategy reduces the risk. 
Once again they may move any other card if they don't agree 
with where it has been put, as long as they explain why. 
ACTIVITY 3 :  Evaluation (5 minutes) 
Direct students to evaluation sheets for session two and ask 
them to complete it on their own and as honestly as they 
can. 
Risk Cards 
Drinking from a bottle of spirits 
at a party 
Drinking on the way t9 Rottrrest 
with a group of friends 
- , 
Driving hoIDe people who are 
drinking in your car 
Getting into a car with a driver 
who has been drinking 
Walking hoIDe with a group of 
drunk friends 
Letting someone else IDix your 
drinks 
Risk Cards 
Drinking beer at a party 
Going to a pre-ball party 
Drinking alcohol while on 
01edication 
Drinking alco)Jol and s01oking 
cannabis 
Leaving the party with so01eone 
you don't know very well 
Drinking low alcohol drinks 
Arriving h0D1e drunk 
Having sex whilst drunk 
Risk Cards 
Having sculling races at a party 
Stopping drinking when you've 
had enough_ - - _ 
Having a couple of drinks then 
driving while on 'P' plates 
Drinking out of sinall glasses 
Arguing with a friend who is 
drunk 
Abusing friends when drunk 
Going to a party without 
planning how you are going to 
get home 
Risk Cards 
Drinking at hoIDe with parents 
Drinking at a party where there 
- -
are adults supervising 
Leaving your friend on the floor 
at a party after he/she has 
passed out f roID drinking 
Sleeping over at the party 
Drinking a whole bottle of 
spirits 
Drinking by yourself 
Harassing IDales/f eIDales while 
drunk 
Session 3 :  
THE FINE LINE 
Intention: 
It is intended that in this session students should: 
• Understand that alcohol affects driving ability 
• Identify possible warning signs that a person who 
has been drinking may not be capable of driving safely 
• Generate strategies to prevent people who are affecte..d 
by alcohol from driving 
• Generate strategies to prevent people from accepting 
lifts from others affected by alcohol 
• Apply their knowledge about harm reduction strategies 
and the effects of alcohol to a range of situations 
Resources: 
Brainstorm sheets 
Textas 
VCR 
Bush Telegraph commercial 
Evaluation workbook 
Whistle 
.,. 
ACTIVITY 1 :  THE FINE LINE (20 minutes) 
A. Show "Bush Telegraph' commercial. Ask students for 
their initial reactions. Write statistic regarding young people 
and road trauma on board. Ask if they find that statistic sur­
prising. Why? 
B. Put students into groups of about four and show "Bush 
Telegraph" again. Have discussion questions on the board and 
inform students that someone from each groups will report to 
the rest of the class. Provide each group with brainstorm sheets 
and textas. 
Discussion Questions: 
ls this advertisement effective/ Why I Why not? How did it 
make you feel? 
How can someone who has been drinking tell if they are capa­
ble of driving safely? 
What can young people do to prevent someone who has been 
drinking from driving? 
How can potential passengers recognise if a driver is capable 
of driving safely? 
What can young people do to prevent them from getting into a 
car with a driver who has been drinking? 
Statistics 
Alcohol is responsible for 
82% of drug related deaths in 
young people aged l 5 - 1 9  
years and 72% of substance 
related hospital admissions 
with the majority of these re­
sulting from road accidents. 
Over 33% of driving deaths 
in the 1 5-24 age group result 
directly from alcohol use. 
Time 
Let each round run for a 
maximum of one minute, 
less if not working. Blow 
the whistle to stop and start 
rounds. 
Noise 
This activity will be noisy 
and you will need a whis­
tle to direct students . You 
may need to consider a 
room change. 
C. Groups in tum report back, rotating one question 
per group, allowing other groups to make comment, agree 
or disagree regarding each question. 
ACTIVITY 2: ON THE SPOT (25 minutes) 
A. Explain to the class that often the real challenge is 
recognising the possible harms in a situation when it is 
. happening and making a quick decision about how to 
minimise or reduce those harms. 
B. Explain that they will be in pairs, one member of 
the pair will be gi.ven a situation and one minute to state 
the possible harms and what they can reatistically do to 
reduce the possibility of coming to harm. The other mem­
ber of the pair may come up with realistic counter argu­
ments and the first student must defend their strategy or 
think of a counter strategy. The teacher will be telling 
them who they are and what the situation is. A whistle 
will signal them to stop and start. Put the class into pairs 
and provide an example : 
Your fri�nds have all left the party. You want to go home 
but have no money and don 't know the host. You live about 
two kilometers way. Whai could happen ? What can you 
do? Provide examples of harms and strategies and possi­
ble counter arguements and how to defend strategies. 
C. Have the pairs face each other in a circle. After every 
round the person on the outside will move clockwise one 
space to a new partner. Every round alternate the person 
in the situation and the person who counter argues. 
D. ROUND 1 :  Inside person in situation 
Your friends have left the party and a drunk guy/ girl you 
don't know is aggressively coming on to you. What could 
happen? What can you do? 
ROUND 2: Outside person in situation 
One of your friends has offered to drive you home. Once 
in the car you realise that the driver has had more to drink 
than you originally thought? What could happen? What 
can you do? 
ROUND 3: Inside person in situation 
Your parents are out of town and without them knowing 
you are hosting a party for your friends at your house. 
People you don't know are beginning to crash the party. 
What could happen? What can you do? 
ROUND 4: Outside person in situation 
A friend has drunk a bottle of Jack Daniels on his own. As he 
collapsed he hit his head and has passed out. What could hap­
pen? What can you do? 
ROUND 5: Inside person in situation 
You are a P plate driver. You planned to stay over at the party 
and have had a few drinks. A friend has not planned how he/she 
will get home and is begging you to drive them home. What 
could happen? What can you do? 
ROUND 6 :  Outside person in situation 
A friend has had quite a lot to drink and is mouthing off at some­
one you don't know. They begin to push each other. What could 
happen? What can you do? 
ROUND 7: Inside person in situation 
Its night and you've been drinking with friends down the beach. 
There are no lights and they decide to go for a swim. What could 
happen? What can you do? 
., 
ROUND 8 :  Outside person in situation 
You were at a party drinking and although you can remember 
most of the night, some of it is hazy. People at school are teasing 
you about what you did. You are not sure whether you did what 
they say you did. What could happen? What can you do? 
ROUND 9: Inside person in situation 
You are at a pre-ball party. You have had a couple of drinks and 
people keep filling up your glass. What could happen? What can 
you do? 
ROUND 10: Outside person in situation 
Your best friends girl/boy friend is drunk and coming on to you. 
You best friend witnesses this but blames you and is spreading 
rumours about you. What could happen? What can you do? 
E. With the whole class ask students: 
How realistic were the situations? 
Which situations were hard/ easy to devise strategies for? Why? 
Did anyone have convincing counter arguements?  
How could you get around those counter arguements? 
ACTIVITY 3 :  Evaluation (5 minutes) 
Direct students to evaluation sheets for session three and ask 
them to complete it on their own and as honestly as they can. 
DRABC 
For all first aid situations 
the first priority is to 
follow DRABC: 
Danger 
Response 
Airway 
Breathing 
Circulation 
See pages 5;6: Simple 
First Aid; St John 
Ambulance, Australia 
If Unsure 
Stress for all situations if 
the students becomes 
scared or unsure about what 
to do, ring an ambulance 
(phone:000) immediately . 
Contacting Parents 
If  parents cannot be 
contacted or the students 
feel uncomfortable about 
contacting them this will, 
in most cases, be done by 
the attending medical 
doctor for patients under 
the age of 16. Ambulance 
paramedics treat the victim 
on the scene and transport 
them to hospital, they do 
not contact parents. 
*Teacher 
Homework* 
Photocopy " Cocktails" 
cards from manual and 
glue to coloured cards. 
Session 4 :  
COCKTAIL PARTY 
Intention: 
It is intended that in this session students should: 
a Understand that the effects of alcohol are not fixed and are 
dependent on drug, individual and environmental factors 
• Plan a party for friends where everyone will have a good 
time and stay safe 
a Consider the potential harmful situation that could arise at 
a party and plan how to prevent/deal with these situations 
Resources: 
Brainstorm sheets 
Set of "Cocktails" cards 
Evaluation workbook 
ACTIVITY 1 :  COCKTAILS 
(25 minutes) 
, 
A. Distribute one card per person, making sure there are equal 
numbers of each coloured card. Direct students to move around 
the room and at a signal from the teacher form groups of three 
where each person has a different coloured card. Each group is to 
read each of their cards and discuss the following (put on the black/ 
white board): 
Given the information on the cards, what if any, are the potential 
harms? 
Give the situation a high or low risk rating. 
If a high risk rating was given how could the harm be avoided or 
reduced? (Give 2 'planning control' and 2 'damage control' strat­
egies) 
B. Ask one member from each group to swap with someone 
from another group. The ones who swap with each other must 
have the same coloured card. Each group will now have a slightly 
different scenario and are to read their cards and discuss the same 
questions. 
C. Repeat B five times telling students to make sure that each 
groupmg 1s a new one. 
Grouping 
Remind students that each 
grouping should be a new 
one. You may need to organ­
ise students into groups if 
they are hesitant. 
Examples 
Encourage students to give exam­
ples of their comments. 
Planning control/Damage 
control 
Encourage students to think of 
possible harmful situations and 
generate 'plans to avoid and deal 
with the situation. 
D. Ask students to discuss within their groups what the 
activity showed. Collect comments from students and dis­
cuss as a whole class. Use the following questions to ex­
tend student's thinking: 
Are the effects of alcohol fixed? Why? 
What factors influence how alcohol will effect someone? 
(Point out that the effects of alcohol are determined by the 
characteristics of the alcohol, the individual characteris­
tics of the drinker and place in which the alcohol is con­
sumed.) 
Is the potential for harm also dependent 6n the interaction 
of these three factors? How? 
To reduce or avoid harm is it necessary to change all the 
factors? Why? 
ACTIVITY 2: PARTY PLAN (20 minutes) 
A. As� students to form pairs. Distribute brainstorm 
sheet and texta to each pair. Inform them that they are to 
plan a party for their friends to be held at their house. They 
want everyone to have a good time and stay safe. On board 
list the things they may need to consider : 
Time and day 
Inside/outside 
Number of guests 
Method of inviting guests 
Food? 
Drink? 
Music? 
Supervision? 
Friends sleeping over? 
What could go wrong? Devise and action plan to prevent 
it/ deal with it. 
B. As a whole class ask each pair in tum to give an ex­
ample of something that could go wrong and how they plan 
to avoid or deal with it. Ask other students if they have 
other suggestion for each example. Continue to rotate 
through pairs until all examples are exhausted. Discuss the 
following problems if they have not been covered: 
A fight breaks out. 
Gatecrashers turn up. 
Gatecrashers won 't leave and become aggressive. 
Someone falls, bangs their head and passes out. 
Parents are called away urgently. 
Some people get drunk and start breaking things. 
ACTIVITY 3 :  Evaluation (5 minutes) 
Direct students to evaluation sheets for session four and ask them 
to complete it on their own and as honestly as they can. 
Collect booklets from students. 
Thank you 
Thank student on behalf of 
the writers for their coopera­
tion and comments. 
Drug Factors 
d oaste on to red card 
Six stubbies of One can of 5 %  
Stollies (4.5 % )  beer drunk in 2 
drunk over · Illinutes 
four hours - ---
-
Four stubbies One bottle of 
of low alcohol .,. wine (12 % )  
beer (2.5 % )  drunk in one 
drunk over hour 
two hours 
Four standard 
One can of 5 %  drinks of a 
beer drunk in spirit and four 
half an hour cans of 5 %  
beer in three 
hours 
Drug Factors 
to red card 
Four standard 
drinks of Jack 
Daniels and · 
coke and a joint 
of cannabis 
Three glasses of 
challlpagne 
drunk in one 
hour 
Ten standard 
drinks in four 
hours 
Two glasses of 
wine (12 % )  
-· 
- -
--
, Half a bottle of 
Jilll Bean lllixed 
with coke 
Five glasses of 
Baileys and 
lllilk 
Individual Factors 
Photocopy and paste on to yel low cards 
Has not eaten 
any food since 
breakfast 
Sixteen year old 
inexperienced 
drinker 
Tall Inale with a , Feinale with a 
big build sinall body size 
Male with a 
sinall body size 
Tall f einale with 
a Inediuin body 
size 
Individual Factors 
Photocopy and paste on to yellow cards 
Has just eaten a 
large llleal 
Recently been 
dropped by L, 
boyfriend/ 
· girlfriend and is 
depressed 
Has just had an 
argue1Dent with 
a good friend 
-
Is in a good 
1Dood and is 
expecting to 
have a good 
tillle 
Intends to drive I Is shy and lacks 
self confidence 
Environmental or Setting Factors 
Photocopy and paste on to green cards 
With a s01all 
With parents at group of friends 
home at one of their 
At a party at a 
friends house 
( there are so01e 
adults 
supervising) 
At an 
unsupervised 
party with a lot 
of friends 
ho01es-
At a large 
, unsupervised 
party where the 
01ajority are 
strangers 
Underage at a 
hotel with older 
friends 
Environmental or Setting Factors 
Photocopy and paste on to green cards 
Alone 
Celebrating a 
grand final win 
at sport 
With boy/ 
girlfriend who is 
five years older 
At a wedding 
-
At a pre-ball 
party 
At an afternoon 
pool party with 
friends 
Appendix 10: Pilot Teachers Training Agenda 
THE FINE LINE: AN ALCOHOL EDUCATION CURRICULUM FOR 
POST SECONDARY STUDENTS 
TRAINING WORKSHOP 
AGENDA 
9.15 Registration 
9 .30 Welcome 
Introductions and housekeeping 
9.35 Overview of the research 
9 .50 Getting Started 
9.55 Lesson 1: The Story So Far 
He Say/She Says 
10.55 Coffee Break 
11.15 Lesson 2: How Will You Feel Tomorrow 
Risky Business 
12.15 Lesson 3: The Fine Line 
1.15 Lunch 
On The Spot 
2.0 Lesson 4: Cocktails 
Party Plan 
3.0 Process Evaluation 
3.10 School Implementation Issues 
3.20 Questions/ Comments/Workshop Evaluation 
3.30 Finish 
__ _.. 
Appendix 11 : Contents Page of Health Department Pamphlets about Alcohol 
Provided to Pilot Teachers 
History of Alcohol 
Facts about Alcohol 
-- ...,.. 
Effects of Alcohol on the Body 
Alcohol: Separating the Facts from Myths 
Regrettable Behaviours 
What is a Standard Drink? 
Alcohol and the Law 
Alcohol Harm Reduction Strategies 
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